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BANTI’S DISEASE AND SPLENIC ANAEMIA 
SYMPTOMATOLOGY AND AETIOLOGY* 


Sir HENRY TIDY, K.B.E., D.M., F.R.C.P. 


Consulting Physician, St. Thomas's Hospital, London 


Banti’s disease and splenic anaemia have been the cause 
of much discussion. There is no agreement on whether 
they are one disease or two, or even if either of them 
exists as an entity. The names-are familiar, but in 
fact the disease is rare. Few practitioners see many 
cases and fewer still see them both in children and in 
adults. 

The term “Banti’s disease” is commonly used by 
paediatricians, who nowadays see nearly all the cases 
in children ; it is also sometimes used in America for 
adults. In Britain adult cases are usually known as 
splenic anaemia. Textbook descriptions which treat 
them as one disease commonly present the following 
picture. “A chronic disease with an insidious onset 
characterized by splenomegaly, a moderate hypochromic 
anaemia distinguished by a definite leucopenia, a ten- 
dency to severe haematemesis, and terminating in a 
few cases after some years as cirrhosis of the liver. The 
spleen is greatly enlarged and often reaches below the 
umbilicus. Progress is slow and the disease may last 
twenty years or more.” Such a description may serve 
for the type met with after middle age, but bears little 
resemblance to the disease as seen in children. 

The following points on aetiology may be stated here. 
It is never hereditary, but may be familial. Neither 
alcohol nor syphilis is a factor. 

Historical 

Griesinger in 1866 first described “ splenic anaemia ” 
as a syndrome of splenomegaly and anaemia in adults. 
Banti wrote the first account of his disease in 1894 and 
published many communications between that date and 
1910. He apparently began with a study of the disease 
in children and then extended it to adult life—thus over- 
lapping Griesinger’s adult splenic anaemia : he centred 
his attention on the spleen, which, like most authorities, 
he believed to be the essential factor. He described a 
special pathology for the spleen, a special clinical course 
for the disease, and a special aetiology. All these 
views encountered difficulties. In general they have 
been rejected both in Banti’s lifetime and subsequently. 
Yet it is possible that there is more truth in them than 
has been commonly believed. 

For the aetiology, he claimed that the disease was 
the result pf an unknown toxin which acted primarily 
on the spleen and secondly but independently on the 


“A British Medical Association Lecture delivered to the Leeds 
Division on April 3. 


liver. For the special pathology of the spleen Banti 
claimed two principal features, briefly as follows : 
(1) a fine widespread fibrosis, which does not prevent 
the spleen from enlarging or result in its subsequent con- 
traction ; and (2) proliferation of the endothelial cells 
of the venous sinuses of the pulp. He gave these 
changes the name “ fibro-adénie.” There are various 
minor. points of pathology to which Banti attached 
importance which may be omitted here. It is agreed 
that there is no evidence of overactivity of the spleen 
or increased blood destruction. The pathology of the 
spleen undoubtedly distinguishes it from the changes 
in haemolytic and haemorrhagic anaemias. But in the 
stage of cirrhosis the pathology of the liver cannot’ be 
differentiated from alcoholic Laennec’s cirrhosis. For 
the clinical course he described three stages : (1) a stage 
of enlargement of the spleen and a gradually developing 
anaemia—the stage lasting from 3 to 12 years; (2) a 
short transition stage of from 12 to 18 months in which 
the liver becomes enlarged, with the usual accompani- 
ment of jaundice; (3) a terminal stage of atrophy of 
the liver, ascites, and cachexia, terminating in death as 
a rule within 12 months. No one has been able to 
follow a case through such a course. 

It seems that Banti himself became confused in his 
later studies and articles, for he could not logically 
defend all his views, as he attempted to do. It must 
be remembered that he did not know of Gaucher’s 
disease or of achlorhydric hypochromic anaemia, 
syphilis was not easily identified, alcoholism was ram- 
pant, and he was unaware that infective hepatitis and 
other factors could produce cirrhosis of the liver. It 
is possible that Banti was led astray by the occurrence 
of cirrhosis of the liver as the termination of infective 
hepatitis. Such a case may well give a history of an 
attack of jaundice with enlargement of the liver, which 
Banti may have accepted as an instance of his disease. 
He was certainly in error about the existence of his 
second stage. 

The rarity of the disease makes it difficult to collect 
enough data. My own series is 15 males and 11 females. 
Of two cases formerly included, a female case must be 


omitted as probably being an achlorhydric hypochromic - 


anaemia, and one case terminating in cirrhosis can now 
be recognized as a sequel of infective hepatitis. 

We have thus to study a disease generally described 
as characterized by splenomegaly, hypochromic anaemia 


with leucopenia, recurrent haematemesis, and in some 
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cases terminating in cirrhosis of the liver. Each of 
these four features will be considered separately and 
examined concerning their connexion with each other. 


Splenomegaly 


The spleen always enlarges but the size varies. In young 
children it is rarely more than 1 in. (2.5 cm.) below the 
costal margin, but it may reach the umbilicus. In later 
ages it may extend into the iliac fossa. Whatever the size, 
it remains smooth, uniform, and firm. 

Relation to Anaemia and Leucopenia.—There is no direct 
relation between the size of the spleen and the degree of 
the blood changes and leucopenia. The spleen may be 
grossly enlarged for years before anaemia develops, and 
in no instance does it show signs of undue destruction of 
red cells. Splenectomy has no permanent effect on the 
anaemia: following the operation there are the usual tran- 
sient changes of leucocytosis and rise in platelets, formerly 
mistaken for permanent improvement. The blood changes 
and the spleen thus are independent. 

Relation to: Haematemesis.—The incidence and the fre- 
quency of haematemesis are not related to the size of the 
spleen, to any previous enlargement or alteration, or to 
attacks of pain. Children rarely escape haematemesis, and 
the first attack often takes place before the spleen becomes 
palpable, though it is usually felt shortly after. Although 
haematemesis occurs in a high percentage of cases it may 
never happen in an adult even with a spleen chronically 
enlarged below the umbilicus. On the other hand, it may 
occur for the first time after splenectomy. Although the 
bleeding in splenic anaemia has often been attributed 
directly to the splenomegaly by torsion of the splenic vein 
by the enlarged spleen, these facts exclude such a theory. 
There is no evidence of a direct relationship between 
haematemesis and the spleen. It is noticeable that haemat- 
emesis is not an outstanding feature in other syndromes 
of splenomegaly and anaemia. 


Relation to Cirrhosis of the Liver—The development of 
clinical manifestations of cirrhosis of the liver is distinctly 
rare. It is commoner in children in whom the spleno- 
megaly has not been more than moderate or of long dura- 
tion, while it is very rare in adults with large chronic spleens. 
It may undoubtedly develop subsequent to splenectomy. 
With regard to the effect of splenectomy on existing cirrhosis 
with ascites, Howells (1938), in his large series of 94 
cases with 51 operations, recorded three cases in which 
the patients lived for periods up to 18 years after splen- 
ectomy. This is exactly paralleled by three of his patients 
who lived for similar periods without splenectomy. Other 
conditions in which great enlargement of the spleen 
develops, such as Gaucher’s disease or even in association 
with anaemia as in malaria, show no tendency to produce 
cirrhosis of the liver. 

There is no evidence that the development of clinical 
cirrhosis of the liver with ascites results from the condition 
of the spleen or is influenced by splenectomy. Thus it 
seems that the enlargement and size of the spleen has no 
influence on the anaemia and leucopenia, and that it is not 
the cause of haematemesis or of development of clinical 
cirrhosis and ascites. It develops independently of and 
without influence upon the other manifestations of splenic 
anaemia. The theory has often been advanced that the 
spleen and the splenic vein are the central manifestations 
and the cause of the other features of the syndrome. 
Indeed, recently the term “congestive splenomegaly” has 
been put forward to cover Banti’s disease and splenic 
anaemia. 


Blood Changes 


In adults there is a hypochromic anaemia, usually of 
moderate degree but necessarily increased after haemat- 
emesis. There is a definite leucopenia in the older patients, 
constituting a special feature of the blood changes. 


Relation to Splenomegaly.—It has been shown above that 
there is no relation between the blood changes and tHe size 
of the spleen or splenectomy. 

Relation to Haematemesis.—In children the blood count 
is commonly normal at the time of the first haematemesis. 
A striking feature is the rapidity with which the blood at 
this age returns to normal even with repeated bleedings. 
Leucopenia is rare. It is difficult to assess the influence of 
haematemesis in adults with pre-existing anaemia. Anaemia 
is mainly related to later life and the duration of the disease 
rather than to haemorrhage or splenomegaly. It is not 
influenced by splenectomy. 


Cirrhosis of the Liver 


Cirrhosis of the liver has to be considered from two 
separate aspects: (1) the development of the clinical picture 
of cirrhosis and ascites, and (2) pathological changes in the 
liver found at necropsy in the absence of clinical manifesta- 
tions. We are here considering the development of the 
clinical manifestations. 

As stated above, it is a rare termination of the syndrome. 
Young children: most frequently die from a gross haemat- 
emesis—one may suppose before cirrhosis has had time to 
develop. 

Care is necessary in evaluating pre-war statistics, especially 
in adults. The fact that infective hepatitis could progress 
to cirrhosis of the liver was not recognized until several 
years after the onset of the war. My own series of 25 
cases, including 10 over 30 years of age, are all pre-war. 
One case of cirrhosis has now been excluded. This leaves 
two cases of cirrhosis, which are included, but I am doubt- 
ful about one of these. 

In children the course can sometimes be watched through 
Banti’s first and third stages, though of short duration, to 
the termination in cirrhosis. It can also occasionally be 
recognized in the decade of adolescence and the first decade 
of adult life. Presumably it may occur at any age, but, in 
spite of a moderate though admittedly by no means exhaus- 
tive study of the literature, I have not found conclusive 
evidence that it develops as a terminal stage in cases in the 
later decades with very large spleens. 

Relation to Splenomegaly.—For reasons given above, 
splenomegaly cannot be assumed to be the cause of cir- 
rhosis. Can the converse be true that the splenomegaly is 
the result of cirrhosis? The most commonly accepted 
explanation of the splenomegaly is that it is produced by 
rising pressure in the splenic vein. The increasing pressure 
is ascribed to cirrhosis of the liver, but no cause for cirrhosis 
is given. This explanation has been criticized. McNee 
(1932), in his Croonian Lectures, points out that in well- 
marked cirrhosis the spleen is not always palpable and 
rarely attains any great size. Clearly the cirrhosis cannot 
explain the splenomegaly. Nor does the splenomegaly 
account for the cirrhosis. The two features—cirrhosis and 
splenomegaly—have no direct relation to each other. The 
conclusion is that the splenomegaly, the anaemia and 
leucopenia, and the cirrhosis develop independently of each 
other. If this is correct there must be an agent which acts 
independently on the three structures: ; 


Pathology of the Liver and Spleen 


The most extensive study of the pathology of the liver 
and spleen in this group is due to McMichael (1934, 1935), 
much of his material being supplied by McNee. It is 
probable that some of the specimens belonged to other 
syndromes. The morbid histology is fully reported in his 
articles. His conclusions are briefly as follows. 

Spleen .-—Splenomegaly is not entirely accounted for by venous 
congestion. It is due in the main to some factor which produces 
hyperplasia of the reticulo-endothelial elements of? the spleen. 

Liver—The liver is not always enlarged. It may look normal 
at operation on the spleen and at naked-eye examination after 
removal at necropsy, but may nevertheless be much diseased on 
section. Of 42 livers, disease was present in 35. 
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McMichael states the following conclusions: (1) There is no 
decisive proof that the liver is undamaged in any stage of 
“ hepato-lienal fibrosis” (Banti’s disease and splenic anaemia). 
(2) In view of the preponderance of positive evidence it is at 
present impossible to exonerate the liver from a share in the 
pathological process from the beginning of the disease. (3) The 
involvement of the two organs, liver and spleen, is probably 
simultaneous and varies only in degree. 


McMichael has clearly in mind from his pathological 
studies that the liver is always involved throughout the 
course, whether there is clinical evidence or not, and that 
the liver and spleen are both affected by the same factor, 
but independently and not necessarily in the same degree. 
These conclusions agree closely with the views here 
expressed, and are derived from a consideration of the 
clinical features. : 


Clinical Features at Various Age Groups 

These features are here reviewed from the point of view 
of the picture they present in different age groups. It may 
be observed that paediatricians commonly use the title 
Banti’s disease, while for adults the title splenic anaemia is 
more usual. If it is accepted that there is only one 
‘syndrome, this usage suggests that there is some appreciable 
difference in its appearance at various ages. 

Age Group Under 10 Years—Smith and Farber (1935) 
record a series of 15 cases beginning before the age of 10 
years. Of these patients eight were dead before the age of 
15 years, six having died before 10°years. Of the seven 
who were living at the time of the communication, only 
two were over the age of 15, both being 18 and still having 
recurrences of haematemesis subsequent to splenectomy. 
Of the eight deaths, seven were due to sudden gross haemor- 
rhage, the remaining case being post-operative. In the 
majority of the younger children the first haematemesis 
occurred when there was no enlargement of the spleen and 


no anaemia, leaving hepatic cirrhosis as the only reasonable © 


explanation. The splenic enlargement was often not more 
than moderate, but in three cases it reached to the umbilicus. 
There was no obvious relation between the size of the 
spleen and the subsequent prognosis. Nor was there any 
obvious relation between prognosis and splenectomy, which 
was performed in 11 cases. Ascites was present in only 
one case. In three others there was evidence of mesenteric 
thrombosis. 


In two of my four cases under 8 years the liver reached © 


to the umbilicus when first observed and in a third it was 
easily palpable, but the high incidence is probably chance. 
Such enlarged livers have been observed elsewhere and 
tend later to become smaller. 

The picture presented at this age is one of great severity. 
The emphasis is on the liver and the fatal occurrence of 
haematemesis. It is quite unlike the features of splenic 
Anaemia as commonly recorded in adults. With onset under 
the age of 10 or 12 years the chance of survival to 20 years 
is slight. 

Age Group Between 10 and 20 Years.—In this age group 
it is difficult to find enough material on which to base 
definite conclusions, and the following statements are pro- 
visional but I think substantially correct. The onset and 
the course are less acute and prognosis for the duration of 
life is longer. The body seems to have better powers of 
recovery from the attacks of haematemesis. Possibly it is 
because bleeding is less often fatal that clinical cirrhosis 
and ascites may be as common a cause of death as 
haematemesis. Of my four cases with onset in this age 
group, the liver was palpable 1 in. (2.5 cm.) below the costal 
margin in one case only, which contrasts strongly with the 
four cases under 10 years. The general picture, compared 
with the age groups under 10 years, is of a factor acting 
less powerfully but still mainly affecting the liver and fatal 
within a limited period of years. 

The Later Decades——Ages around 20 years 
regarded as an intermediate period, but with onset i 
later twenties and even more over the age of 30 the picture 


appears with the traditional features of splenic anaemia. 
The disease is chronic and progress is slow. The spleen 
gradually enlarges and may reach to the iliac fossa, but it 
remains smooth, firm, and uniform. Anaemia and leuco- 
penia tend to advance. Haematemesis is not so frequent 
or so serious, and a patient may survive many repetitions 
over a course of years. The duration may be many years, 
with only minor disabilities. The incidence of clinical 
cirrhosis of the liver is low, and needs to be reviewed in 
the light of the sequelae of infective hepatitis. 
Review of the Age Groups.—As one reviews the clinical 
features in the successive age groups, it appears that the 
changing picture may be produced by the same factor but 
of different .grades of severity, a factor which can act 
independently on the liver, spleen, and bone marrow in 
the decreasing order of rapidity and severity. Its effects 
are revealed by different structures as the milder forms 


live on into adult life and the later decades. The severest « 


grades cause death in early life, the brunt falling on the 


* liver and incidentally producing haematemesis in a body 


not yet possessing reserves of blood and of blood-forming 
tissues. A less severe but still serious grade appears in 
adolescence and young adults. Mild grades in subjects who 
consequently survive into adult life have time to produce 
their action on the spleen and bone marrow. The hepatic 
lesions which are insufficient to produce early death are 
usually also insufficient to produce clinical manifestations 
of portal cirrhosis, but are recognizable on pathological 
examination probably in every case. 


Aetiology 

Banti contended that his disease was due to a toxin which 
acted both on the liver and on the spleen, but independently. 
Knowledge was not advanced enough for any suggestion 
regarding its nature. Parsons, Hawksley, and Gittins (1933) 
discovered the clinical groups of the condition now known 
as erythroblastosis foetalis. Hawksley and Lightwood 
(1934) described toxic changes in the liver, necroses, and 
in later stages signs of fibrosis. They suggested that some 
cases of juvenile cirrhosis and even of Banti’s disease might 
originate from icterus gravis neonatorum. 

Baird (1937) recorded such a case under the title 
“atrophic cirrhosis of the liver following icterus gravis 
neonatorum.” The child came under observation at the 
age of 1 month, having been jaundiced since birth. The 
liver was enlarged. Four months later the jaundice had 
gone, the liver reached to the umbilicus, and the spleen was 
palpable for the first time. The patient was admitted to 
hospital again at the age of 3} years on account of enlarge- 
ment of the abdomen. The liver was now small, hard, and 
nodular, ascites and distended veins were present, and the 
spleen was just palpable. There was slight anaemia. Death 
followed a haematemesis two weeks later, and the liver 
showed multilobular cirrhosis. It is justifiable to accept 
this as Banti’s disease occurring as a sequel to erythro- 
blastosis foetalis. 

These observations were previous to the discovery of the 
rhesus factor and the elucidation of the aetiology of erythro- 
blastosis foetalis. I have read that after the discovery of 
the rhesus factor unsuccessful attempts were made to find 
maternal agglutinins in cases of Banti’s disease, but I have 
not seen any actual references to articles. 


Discussion 


The clinical features of the syndrome can be traced from 
the earliest stages of the acute forms in quite young children 
to the chronic type of splenic anaemia in the later decades. 
The changing picture is due partly to variations in the 
original severity of the causal agent, accounting for the 
widely differing duration of life, and partly to variations in 
the mode of action on different structures. ~~ 

The hepatic cirrhosis, the splenomegaly, and the blood 
changes develop independently of each other, The seeds of 
disease for ail the organs are present from birth. 
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The liver suffers most severely and the damage is present 
throughout life. With the early lesions of necrosis life is 
short, and in its acutest form the syndrome constitutes 
erythroblastosis foetalis. The subsequent development of 
fibrosis may terminate in a few cases in the clinical,features 
of cirrhosis of the liver. 

The spleen suffers less and changes are slower to develop. 
Milder cases live to middle or later decades and the spleen 
enlarges comparatively harmlessly. 

The aetiological factor is rhesus incompatibility in the 
parents and the action of rhesus agglufinins on the foetus. 
The disease is the continuing stage of erythroblastosis 
foetalis in survivors. 

The spleen has no influence on the incidence of haemat- 
emesis or on the condition of the liver and progress of 
the lesions, and only a slight secondary influence, if any, 

. on the blood. There is no evidence that splenectomy is 
beneficial. The operative mortality is high owing to the 
extensive adhesions. 


Summary 
Banti’s disease and splenic anaemia form the syndrome 
of erythroblastosis foetalis as it appears in survivors at 
various ages affected in different degrees of severity. 


Splenectomy has no beneficial result. 
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THE SURGICAL TREATMENT OF 
BANTYS SYNDROME* 


BY 


ALAN H. HUNT, D.M., M.Ch., F.R.C.S. 


Assistant Surgeon, St. Bartholomew's Hospital and the 
Royal Cancer Hospital 


In 1894 Guido Banti, professor of pathological anatomy 
at Florence, described a disease in which splenomegaly is 
associated with cirrhosis of the liver and, to use his 
own words, “ which progresses slowly, but it inexorably 
drags the patient to death.” It was later shown that 
this was not a distinct disease, so the term “ Banti’s 
syndrome ” was coined. It is loosely applied to patients 
who attend, in the first place, with large overactive 
spleens and gastro-oesophageal varicosities, from which 
there has usually been at least one haemorrhage. It 
is now. known that this condition is associated with 
portal hypertension (Eppinger, 1920; Rousselot, 1940, 
1949) due to interference with the free flow of portal 
blood, through the liver in cirrhosis or to the liver in 
extrahepatic obstruction. There may be portal-vein 
thrombosis as well as cirrhosis. The syndrome therefore 
develops erratically, It may occur in an otherwise 
comparatively healthy individual with a normal or only 
mildly cirrhotic liver, or it may be superimposed on a 


_ *Report based on a Hunterian Lecture given at the Royal 


case presenting essentially with liver disease. On the 
other hand, many cases of advanced cirrhosis do not 
have enlarged spleens or oesophageal varices. Thus 
the groups of cases overlap each other to a considerable 
extent. An investigation into treatment should there- 
fore embrace the whole group. 

The present report is based-on a study of every 
patient with this syndrome or disease referred to me 
during the past five years, and whose investigation and 
initial treatment have been completed. It is in no 
way a selective group, and the majority with cirrhosis 
were referred to me on account of haemorrhage, or 
ascites after failure of medical treatment. They num- 
ber 68. In 12 the portal obstruction was extrahepatic ; 
in 11 there was mild cirrhosis ; in 30 the cirrhosis was 
advanced ; and 15 were in the terminal] stages of chronic 


liver disease. 


Group 1: Extrahepatic Portal Obstruction (Table I) 
These 12 cases may be divided into two subgroups : 
(1) those in which portal vein obliteration is the primary | 

condition (8 cases), and (2) those in which the obstruc- 
tion is secondary or incidental to some other disease 
(4 cases). In the former the obstruction is probably 
an extension of the obliterative process affecting the 
umbilical vein and the ductus venosus at birth (Thomp- 
son, 1940). The normal portal vein often disappears 
and is replaced 
by a bunch of 
tortuous vari- 
cosities, the so- 
called cavernoma 
Fig. 1). Occas- 
jonally the vein is 
present but con- 
stricted. The 
patients are chil- 
dren or young 
adults. 

It is now gener- 
ally agreed that 
the correct treat- 
ment is to remove 
the hyperactive 
spleen and to 
anastomose the 
splenic vein to 


Fic. 1—Venogram of portal cavernoma 


the left renal a: operation. The portal vein is replaced 
vein — end-to- by many tortuous channels. The dilated» 


left gastric vein establishes connexion 
with the varicosities (Case 
9, Table I. 


side if possible 
(Fig. 2), but end- 
to-end if the renal 
vessels are not 
conveniently 
arranged. There 
is usually no 
other serviceable 
portal venous 
channel, as shown 
in Fig. 1. A 
successful suture 
anastomosis is 
curative in that it 
enables the portal 
venous pressure 


to drop to 
a safe level 

F 2.—Di f end-to-side spleno- 
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more and Fitzpatrick (1951) emphasize the 


e 
t TABLE’ I.—GROUP EXTRA-HEPATIC OBSTRUCTION difficulties of dealing with these cases and 
scribe a method of anastomosing the 
nal 1946 | 1947 1948 | “1949 | 1950 | 95 the splenic to the renal ae by 
way of a vein graft. This operation might 
idw © have been possible in the child, 
> (Table I, who finally died of mesenteric 
y : | = L thrombosis. Only at necropsy was it dis- 
e PP Onn closed that the hepatic end of the splenic 
d = vein was patent. 
MESENTERIC 
H AL---- THROMBOSIS It is tempting to use the superior mesen- 
is teric vein in the making of a shunt. How- 
_| ever, its radicles are bunched up in such a 
way that it is difficult to obtain a sufficient 
= _|CAVERNOMA length of vein by dissection. 
6 --- wer | Failing a shunt—and even Phemister and 
= _|CAVERNOMA_ Humphreys (1947) agreed that a shunt is- 
| 5 | ~ jH----- --- best—good results sometimes may be ob- 
= . x ined by resecting the lower 4 in. (10 cm.) ~ 
20) F 167) |SPLENIC VEIN~ of the oesophagus and the proximal two- 
thirds of the stomach. Such an operation 
ing to note that it was 14 years between his 
|SPLENC ARTERIO-VENOUS ANEURYSM ous. splenectomy and the next haemorrhage, but 
e MYELO® LEUKAEMIA this required altogether 24 pints (13.6 litres) 
y VEIN TH of transfused blood. The result is satis- 
factory, and a venogram which was done 
4 KEY TO SYMPTOMS Ow TO OPERATIONS at a subsequent herniorrhaphy shows that oe 
A+ ASCITES ony LapMROTOMY SPLENECTOMY . two and a half years after the resection there 
and oesophageal veins at the anastomosis. 
Four of my eight patients (Table I) had spleno-renal Oesophagoscopy confirmed the absence of oesophageal a 
shunts. In Case 1 a Blakemore—Lord tube was used and varices. : : Es 
the anastomosis thrombosed. In Case 63 the splenic | The portal pressures (Fig. 3) are of interestdn that they s 
vein was such that I doubt the shunt will remain patent. re im no way related to the presence or absence of liver 5 
The other two (Cases 56 and 59) are very satisfactory. or to 
apers appear from time to time suggesting opera- Zz 
In Cases 6 and 49 the spleen had been removed pre- tive risks are too great to justify these large shunting opera- | 
viously. In both an anastomosis of sorts was made tions. In my experience the risks of a properly conducted | 
between a cavernomatous channel and the inferior vena = spleno-renal anastomosis, in this and the second group are 
cava. Both thrombosed. These tortuous varicose veins small, as Tables I and II show. Not to operate may lead 
(Fig. 1) give a most unsatisfactory shunt, and it is to a tragedy, as with Case 21 (Table I), this patient dying 
usually futile to try to utilize them. 
In addition, the normal anatomy (Doug- Gunes, TERNAL 
lass et al., 1950; Falconer and Griffiths, wor | cestauction | MP 
1950) is so badly disturbed and the mass 2 . 
of brittle, hypertensive vascular tissue so “° wand 
difficult to handle that there is great risk 5 é — 
of damage to the biliary passages. 3 a+ 
} happened in Case 49, in which the com- os: 
mon hepatic duct has since been ana- 
In cases in which the spleen has been re- fie be 
moved, or in which a spleno-renal shunt has 
thrombosed, severe haemorrhages continue eg sis] jis! 
splenectomy bleeders, and they are very | 
difficult to treat satisfactorily. The condi- *° 
tion will become rarer when it. is more ° 
widely recognized that every care should be 8 ry 
taken to make a good spleno-renal shunt at 100 
the first operation. The anastomosis should OPERATION CARE 
be by intima-to-intima approximation by PORTAL” SYSTEMIC. EXCHANGE 


PORTAL QEJUNAL) VENOUS PRESSURES w mm. 20% citrate, 


Fie. 3.—Portal (jejunal) venous pressures in 3.8% sodium citrate. (Only 
considered accurate 4 included on this dot) Note: @ ons low p 


immediately after a phageal haemorrhage (Case 6). (6) The greatest 
fall (470 mm.+) in Case 56 (c) The difference ‘on ts direct portal and: jejunal 
the all from 260 to 150 mm.. 


only when there is proof positive that splenic 
vein obliteration is the sole manifestation of 
portal disease. Venography (Learmonth, 
1947) is essential to demonstrate this and 
the true state and actual position of the 


portal vein, or to show if a patent stump Case 66). 
ligation (Case 61). The lack of correlation between 
_ of splenic vein remains, or to test a previ- reading and pe presence bsen cirrhosis the extent — liver yma 
ously constructed shunt (Fig. 1). Blake- ® and Gii) the. 


essure 
eae 
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TABLE IIl.—GROUP 2— MILD CIRRHOSIS 


chronically anaemic and tethered almost 
literally to a haematologist’s. apron strings, 
to normal young people, doing whatever 


NO. en ca 1946 1947 948 | 1949 1950 | 1951 |conomow| they want to do, going where they want, 

»lulal > DUODENAL _ and living lives which would have been 

considered impossible before the pioneer 

10 | - veer wa. | Work of Whipple (1945), Blakemore and 

2 y Lord (1945), Blakemore (1947, 1949a, 1949b, 

26 | | A- -e) WELL 1951), Rousselot (1940, 1949), Linton ef al. 

= (1948), Linton (1949), Welch (1947, 1950), 

| 33 HL -- very wer | Blalock (1948), and others. Blakemore, who 

has the greatest experience, in general 

tet - very favours the porta-caval anastomosis, but it 

wlse JH ~ is difficult to judge from his reports if he 

Tie takes the same view of the mild 

CETVE WEPATIT, rt patients are young adults with large vessels. 

“ir | In the circumstances it seems logical to treat 

= the hypersplenism by splenectomy (Fig. 4) 

or very weit | and use the splenic vein for a shunt there 

----b -f and then. Stomata of between 10 and 18 
mernovinc | mm. diameter can be constructed. 

vo} --------4 Two of the seven patients had splenic and 

portal-vein thrombosis respectively, which 


A « ASCITES = APPENDICECTOMY 


of his second haemorrhage. In the very young (Cases 12, 
59, and 63) operation should be deferred as long as possible, 
because a satisfactory shunt of good size is difficult to 
construct with their small vessels. However, an attempt 
. must be made when repeated haemorrhages and persistent 
splenic anaémia endanger the child’s life. 

Sometimes one finds patients with enormous natural 
portal-to-systemic communications in safe regions of the 
body (McIndoe, 1928); but the existence of these channels 
is of no significance if the portal venous pressure is high 
and the patient bleeds (cf. Beswick and Butler, 1951). They 
are thin-walled and tortuous and are easily compressed. 
The flow through them is sluggish. It is possible to demon- 
strate a rapid fall in pressure between portal tributary and 
abdominal parietal communicating vein—for example, 570 
to 260 mm. water in Case 36 (Table III). 

An artificial shunt, as distinct from a natural collateral 
anastomosis, is a flood channel which drains off the high- 
pressure portal blood by a short, direct, and protected 
course, 

Incidental Portal Obstruction.—There were four cases, of 
which two were seen only at_necropsy and are included by 
permission of Mr. Rupert Corbett and Dr. Edward Cullinan 
(Table I. The prognosis for these patients y amen on 
whether the primary disease can be successfully treated or 
not, and on whether the associated tendency to bleed and 
splenic anaemia can be relieved. Case 47 is fortunate so 
far in both respects. Case 20 was temporarily improved. 
Case 55 illustrates that a cavernoma can form in adult life. 
All four provided fascinating problems in diagnosis. 


Group 2: Mild Cirrhosis (Table I) 

Clinically these patients are difficult to distinguish from 
those in Group I. The liver-function tests are almost always 
normal ; but on the whole the patients are older, there may 
be a history of some factor predisposing to cirrhosis, the 
liver may feel hard, and a liver biopsy will often be diag- 
nostic (Terry, 1949). The distinction is important, because 
in cirrhosis it is likely that both the splenic and the portal 
vein will be available for a shunt. 

In the present series, 7 of the 11 patients with mild 
cirrhosis required treatment for Banti’s syndrome. Five 
of the seven had spleno-renal ‘anastomoses (Cases 10, 15, 
30, 44, and 70). The results are excellent. These patients 
have all been changed from apprehensive invalids, usually 


implies that portal venography may be 
necessary in this group to disclose the 
true state of the portal venous tree. The 
patient (Case 32) whose platelets were very 
high after unavoidable splenectomy has 
since died of pulmonary embolism. Case 66, a post- — 
splenectomy cirrhotic bleeder, had, perforce, a porta-caval 
anastomosis done in spite of partial portal-vein thrombosis. 
This had been followed by a carefully controlled course of 
heparin. A few months later he developed intestinal obstruc- 
tion and coma from mesenteric thrombosis, which was 
successfully treated with heparin and “aureomycin.” He 
is well again, but remains under close supervision. 

Heparin is now not usually used as an adjunct to opera- 
tion, owing to the danger of post-operative haemorrhages, 
retroperitoneal or otherwise. Regional heparinization 
(Blakemore and Fitzpatrick, 1951), however, may be 
valuable in -certain circumstances. 

Four patients under observation for cirrhosis (Table I) 
required treatment and operations for conditions other than 
bleeding varices or splenic anaemia. The results of medical 
treatment were very good when a specific cause for the 
cirrhosis could be stopped (Case 26) or treated (Case 31). 
Case 54 illustrates the tragic progress of biliary obstruction 
caused by trauma. Biliary cirrhosis must be treated in 
stages, and the first stage, undoubtedly, is to relieve the 
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Congenital atresia of TABLE Ill-GROUP 3— ADVANCED CIRRHOSIS 
conditions to attempt to alleviate, and in — PRESENT 
this series it has been impossible to benefit | 1947 | | 1949 | 1950 | 1951 
Group 3: Advanced Cirrhosis (Table 

Advanced cirrhosis presents a far more a sw 
difficult problem—the failing liver. So far | ? 
we have been concerned with how best to al enw linns 
stop haemorrhage, preferably by reducing 
portal pressure, and to correct hyper- | --- AX 20 
splenism—in effect, to relieve symptoms . 
by mechanical means. When the liver is | A--|------ 
badly damaged, however, preservation of 7 t 
liver function is the first consideration. mise} P 


as bleeds, must also now be thought of as 


Haemorrhages, which in Groups 1 and 2 1938 H €) NAL ULCER |p A LIVER FAILURE, 
could be considered simply on their merits | "|™/5*} 


acute episodes precipitating further anoxic = _|svennitic 2 

degeneration of a deteriorating liver. They | ales 2s | LH AH LIVER 

must therefore be stopped. Yet the best 

way of stopping them, by diverting portal | 27/ P - -- 
blood from the liver, may cut off so much — — cad 


Ascites, though not so dramatic, is a-very 
grave matter. The days of an advanced 


ascitic are numbered, and such life as re- [| sx/*}es} > 


RETINITIS PIGMENTOSA 


mains is little more than a misery. Occa- 
sionally medical treatment may be effective, | >+|* |«5 
particularly if there is a specific cause which 
can be remedied ; but usually the condition | >*}|™|?* 
is progressive, the functions of the heart 
and lungs are impaired, and the oedematous 


LIVER 


PARKINSONISM 


patient wastes away sooner rather than later. 

In studying Table III we must recognize that the disease 
we are considering is malignant in all but microscopical 
pathology. Every one of these patients was referred to 
me on account of haemorrhage or because medical treat- 
ment had failed. It was inevitable that they -would have 
died. The purpose of surgical treatment was to try to save 
some of them, however great the risk. 

Portal-to-systemic anastomosis seemed the only effective 
method of treatment in the earlier years. 
Altogether 15 shunt operatidns were done 
in this group. Six ‘of the first eight 
(Cases 2, 3, 8, 9, 11, and 13) resulted in 


Thus experience has taught us that in this group the 
majority of patients will not tolerate a shunt, though clini- 
cal assessment and careful estimation of the liver function 
will probably enable one to select those that will. The 
tests, however, are tests of failure rather than of function. 


_ The discovery of true quantitative liver tests will be of the 


greatest value in this respect and in tracing the progress of 
the disease. 


~ 
TABLE Ill (CONTD).—GROUP 3, CONTD. 


death, and one patient (Case 14), whose > 1946 onasant 
resection. However, only two of the last _ ~ 


seven had a fatal outcome. One was an ||, 


operation ‘of exceptional difficulty, and the a 
patient (Case 51) died of post-operative | » |r : 


& 
v 


shock. The more often the patients have 
been operated on in the past, and the longer 
the symptoms of cirrhosis have been pre- 


sent, the more difficult the operation tends 
to become. In Cases 62 and 67 the tissues 
around the portal-vein remnants were 
impossible to handle, probably on account 


isis 
v 


of repeated thrombosis and recanalization. 


One patient (Case 36) has since died of 
serum hepatitis. 
Encouragement may be drawn from the 


survivors (Cases 7, 38, 50, 52, and 65). Their 
clinical condition has improved, there has 
been no further haemorrhage, jaundice has 
cleared, and ascites has disappeared. Three 


had had infective hepatitis, and in one the 
cause of the cirrhosis was obscure. In the- 
patient (Case 7) who had advanced arsenical ~ 
cirrhosis with gross ascites a porta-caval 
anastomosis in continuity was completely 
suceessful (Fig. 5). Whether an end-to-side ~~ 4. sso«e 
anastomosis would have been equally effec- 

tive is a moot point. 


| 
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There dre means 
of mitigating 
haemorrhage other 
than by reducing 
portal venous pres- 
sure, such as 9%e- 
section (following 
which the two 
patients in this 
group died); or 
by interrupting 
portal - to - systemic 
communications, 
from above the 
diaphragm by 
venous ligation 
(Allison, personal 
communication), 
or from below the 
diaphragm com- 
bined with gastric 
transection (Tan- 
ner, 1950). These 
operations, which 
aim at simplifying 
the treatment, are 
no more than 
palliative, and 
both » operations 
failed in Case 
51. 

A new opera- 
tion — common 
hepatic and 
splenic arterial 
ligation—has been 
evolved (Berman 
et al., 1951). I was 
informed of it by Dr. William F. Rienhoff, jun., of Balti- 
more. His early results are good. As an operation it 
sounds very final, but it seems that an extended and well- 
controlled trial is justified. In the present 


Porta-caval shunt, end-to-side 


* Porta-caval shunt, in continuity 


Fic.’ 5.—Diagrams of the two types of 
porta-caval anastomosis. 


access to the trunk of the vessel was thereby obtained, but 
she was not materially improved. All these four patients 
had aureomycin. 


Group IV : The Terminal Stages of Cirrhosis (Table IV) 


Thus we see that there are great variations in the 
results of this report must be judged. These 15 cases were 
regarded as hopeless at their first assessment. The rapid 
deterioration of most can be seen by a glance at the Table. 
No treatment, either medical or surgical, was of any avail. 
The most radical of the therapeutic measures to be tried 
was the operation labelled here as portal-systemic exchange, 
devised to drain off the portal blood by anastomosing the 
portal vein to the inferior vena cava or the right renal vein 
(after the removal of the kidney), and to replace this source 
of blood to the liver by anastomosing the right renal artery 
to the hepatic end of the portal vein (Fig. 6). It was done 
altogether on four occasions. One patient (Case 13, Table 
IID was in hepatic coma (following spleno-renal anastomosis) 
at the time of the operation, and the other three (Cases 16, 
17, and 42) had all been through at least one period of 
partial or complete insensibility due to liver failure. I men- 
tion it only to show that there may be, in this operation, 
a way of permanently reconstructing the severed arterial 
supply to the liver. Yet the reverse operation, that of 
arterial ligation, at present seems to hold out most hope 
for these unfortunate individuals. 


Conclusions and Summary 


Thus we see that there are great variations in the 
course of this inconsistent and miscellaneous disease 
process. We shall therefore have to wait some years 
before the final results of treatment can be assessed, 
and before the effects of these apparently unphysio- 
logical operations are fully understood. The outlook 
for many of the patients is still depressing, but the 
study is in its infancy, and there is much to encourage 


us. 


TABLE IV.—GROUP 4— TERMINAL STAGES OF CIRRHOSIS 


series it was done on four patients with 


ascites (Cases 48, 58, 60, and 61), with or " 
without haemorrhage, ‘in whom the cirrhosis | 1947 1948 | i989 1950 | 1951 
was too advanced for a shunt. The original r ee 9 
operation was done in Cases 48 and 60, but | TASH 
both patients died of bronchopneumonia, H 
the latter after recovering from hepatic We ALCOQLIC 
coma. Case 61 had the coeliac axis tied. a}el7 JAL LIVER FAILURE 
Her portal venous pressure dropped from 
260 to 150 mm. of water. Her ascites and | 5/*/**/ | joo! va. - - {ea} LIVER FAILURE, 
peripheral oedema have disappeared, her HAJ ay LIVER FAILURE, 
general condition has improved, and her | * |" 3 vars 
blood ‘bilirubin has dropped in six weeks | 4/43 LIVER FAURE, 
to less than half the pre-operative level. 
How the improvement is obtained is a mat- | ? AND SHOCK, 
ter for speculation. It may be that cutting 
off the high-pressure arterial blood relieves | HA} uiver 
congestion within the inelastic portal tracts ~ 
allows the portal blood, bile, |” - 
and hepatic lymph to flow more freely. It [ | HJ Jcastmic. |H HAEMORRHAGE 
must be possible for nutrition of the liver to = _|BILIARY ATRESIA WO 
be maintained by portal blood alone, but | ? 4A. 
whether the liver- improves in function or 
not time alone will tell. The stopping of | AND LIVER FAILURE 
ascites certainly saves wastage of meta- rv T 
bolized protein and thereby achieves a rela- wit?) 
tive improvement in liver function. The | s7| mj --- 
patient (Case 58) who has been bed-ridden BILIARYIATRESIA 
with ascites for two and a half years was | me 
operated on only a fortnight before writing . 

KEY TO SYMPTOMS Ow TO OPERATIONS 


by a transpleural approach to the coeliac 
axis, with division of the origin of the 
diaphragm. An easier and more direct 
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The immediate 
cause of Banti’s 
syndrome is 
generally thought 
to be a damming 
back of the blood 


venous tree. 

The portal-vein 
obstruction may 
be extrahepatic 
(12 cases) or intra- 
hepatic as a result 
Fic. 6.—Diagram of the operation of Of cifthosis (56 

portal-systemic exchange. cases). | 
A cirrhotic 
liver is not necessarily associated with Banti’s syndrome, 
but the conditions overlap to such an extent that it is 
advisable, in the present state of our knowledge, to 
consider them as one group. 

The indications for operation are: (a) gastro- 
oesophageal haemorrhage ; (b) hypersplenism ; (c) ascites, 
after medical treatment has failed ; and (d) associated 
conditions, such as biliary obstruction. 

When the liver is normal or only mildly cirrhotic the 
operation of splenectomy. (to remove the overactive 
spleen) and spleno-renal anastomosis (to reduce the 
portal venous pressure) gives excellent results, provided 
that (a) the splenic vein is patent, and (b) the veins are 
of sufficient size. 

Portal venography is of great value in demonstrating 
the exact state of the portal venous tree. 

In the case of one patient with extrahepatic obstruc- 
tion who had no available splenic vein, resection of the 
lower 4 in. (10 cm.) of the oesophagus and proximal 
two-thirds of the stomach has proved successful. 


Porta-caval anastomosis provides an alternative and 
most efficient method of reducing portal venous pressure, 
and is clearly indicated for gastro-oesophageal haemor- 
rhages in the absence of hypersplenism. 

Portal-systemic venous anastomosis should be done 
early in the course of the disease because it is hazardous 
in cases of advanced cirrhosis, Careful clinical and 
biochemical assessment is necessary to select cases suit- 
able for this operation. Those that survive are much 
improved. 

All venous anastomoses should be done by the suture 
method,‘ with intima-to-intima approximation. 

For the advanced cirrhotic patients who are considered 
unsuitable for a shunt the operation of common hepatic 
and splenic arterial ligation offers hope. 

The case histories of a complete consecutive series 
of 68 patients are set out in tables, in which an attempt 
has been made to relate the underlying cause, the symp- 
toms, and the duration of the disease to the treatment 
and the result. 

Cirrhosis in the terminal stages has not responded to 
any form of treatment. A method of replacing the 
portal blood flow to the liver is briefly described, but 
this operation failed in four cases. 


I would like to thank all those who have worked with me 
and the physicians and surgeons who have referred patients. 
Miss W. B. Cattle and Mr. N. K. Harrison, A.R.P.S., drew up 
the tables and the graph and provided the illustrations. 


in the portal 
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SYMMETRICAL ARTERIAL OCCLUSION. 
OF UPPER EXTREMITIES, HEAD, AND 
NECK: A RARE SYNDROME 


BY 
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AND 


F. J. FLINT, B.M., B.Ch., M.R.C.P. 
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Senior Registrar, Sheffield Royal Infirmary 


We have recently had under our observation two almost 
identical cases of a very unusual circulatory anomaly. 
The main effect of the anomaly is to cause profound 
restriction, in symmetrical fashion, of the blood supply 
to the upper extremities, head, and neck, with the pro- 
duction of certain symptoms. Our interest in these 
patients was aroused by noting, first, that the radial 
pulse was absent at both wrists, although the radial 
arteries themselves could be felt in the normal position ; 
and, secondly, that pulsation was virtually absent in all 
the arteries of the upper limbs, head and neck. 

Apart from embolism, trauma, and anatomical varia- 
tions in the course of the radial artery, unilateral absence 
of the arterial pulse in an upper extremity is a rare 
phenomenon, and has been found chiefly in syphilitic 
aneurysm of the aorta and in dissecting aneurysm. 
Bilateral absence of the pulse is rarer still, and we have 
been able to collect only 16 cases from the literature. 
In examining the records of these we were at once struck 
with their close resemblance to our own patients. Thus 
in the great majority the arterial pulse was lacking not 
only at the wrist but in the upper extremities, and in 
the head and neck ; indeed, the symptoms and clinical 
findings in the series of cases as a whole formed a 
remarkably constant pattern. The purpose of this paper 
is to discuss this syndrome, as it appears to be little 
known. Our own cases are first described. 
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Case 1 


A colliery lamp-man aged 42 was admitted on June 6, 

1948. He had previously been in excellent health, but in 
-January, 1948, he began to notice that his vision became 

biurred for about ten minutes at a time. He also experi- 
enced momentary faintness on standing and walking, usually 
accompanied by blurred vision, several times each day, and 
relieved at once by sitting down. He lost consciousness for 
a few moments on one occasion when being tilted backwards 
in a barber’s chair. The visual disturbance and faintness 
recurred frequently, often several times a day, particularly 
on bending his head backwards or when wearing a tight 
collar, but there were no other symptoms, and he was an 
active man, although his right leg had been amputated 
below the knee at the age of 17 following an injury to his 
foot. His only previous illness had been an attack of 
rheumatism at the age of 12. There was no known Jewish 
ancestry, and he was a light smoker. There was no family 
history of hypertension. 

On examination he was thin, pale, and of rather poor 
general physique ; weight 7 st. (44.5 kg.). The pulse could 
not be felt at either wrist and was barely discernible in the 
left brachial, axillary, and common carotid arteries. It was 
absent from these vessels on the right side, and from both 
subclavian arteries. The arteries themselves in the upper 
limbs could easily be palpated in their normal positions. 
The blood pressure could not be registered with a Baumano- 
meter in either arm. Oscillometric readings: maximum 
pulsation right arm, 10 mm. at a pressure of 90 mm. ; left 
arm, 15 mm. at 120 mm. A small aberrant vessel could be 
felt in the left posterior triangle of the neck, and pulsating 
arteries were present over the back. Pulsation in the 
abdominal aorta and in the arteries of the lower limbs 
seemed normal. The blood pressure in the right leg 
averaged 200/130; in the left leg, 240/140. Oscillometric 
readings : maximum pulsation right leg, 25 mm. at 150 mm. ; 
left leg, 30 mm. at 140 mm. Examination of the heart and 
an E.C.G. were normal. The circulation in the skin was 
good. Ophthalmoscopic examination revealed no abnor- 
mality in the lenses, but a visible circulation was present in 
the main branches of the retinal arteries, the blood passing 
along the arteries in an even slow stream without pulsation. 
This phenomenon was observed particularly at such times 
as the patient was feeling faint, and was seldom seen in two 
vessels simultaneously. The retinal veins were dilated. 

X-ray films of the heart and lungs were normal, and rib 
notching could not be seen. An angiocardiogram showed 
normal filling of the heart, pulmonary arteries, and aortic 
arch. The last named seemed normal in shape, size, and 
position, and there was no sign of stricture. At least two of 
the great arteries arising from the arch could be visualized at 
their origins, and seemed of normal calibre, but they could 
not be traced very far. X-ray films of the skull and extremi- 
ties were normal. The urine contained no abnormality, the 
blood urea was 30 mg. per 100 ml., and the urea-clearance 
test gave figures of 46% and 37%. An intravenous pyelo- 
gram was normal. The Wassermann reaction was negative, 
and the blood count was normal. A biopsy of the left 
brachial artery at three levels showed it to be fully patent 
and of average size. Sections of it were normal. The 
patient was discharged from hospital on July 23, 1948, and 
returned to work six months later. 


When next seen in May, 1951, he stated that the attacks 
of blurred vision had continued, and that during the pre- 
ceding few months vision in the right eye had gradually 
failed. The right eye was now practically blind, a complete 
cataract having formed with, also, atrophy of the iris (Fig. 1). 
At the base of each iris the beginning of superficial vascular- 
ization could be seen. The right pupil was widely dilated. In 
the left eye there were incipient lens opacities, and the fundus 
showed some minute haemorrhages and smali aneurysmal 
dilatations here and there in the terminal arterial branches. 
Light pressure on the ball of the left eye caused collapse and 
blanching of all the retinal vessels. The patient’s condition 
was otherwise as before, and further x-ray films showed that 
no cardiac hypertrophy had developed. 


Case 2 


A married woman aged 37 was admitted on February 22, 
1949, under the care of Mr. Hardman, complaining of failing 
eyesight. Her childhood and adolescence had been unevent- 
ful except for very occasional fainting attacks, to which she 
paid little attention. She began training as a nurse at the 
age of 19 ahd used to feel her own pulse occasionally “ for 
practice.” She married in 1935, and in 1936 was delivered 
of a living child five weeks before term. Throughout this — 
pregnancy she suffered ftom frequent “faint turns” each 
day but did not fall. These symptoms disappeared after 
delivery, but returned in 1937, when she was again pregnant. 
During this pregnancy, which resulted in the birth of another 
premature child surviving two days, the brief syncopal 
attacks occurred usually once a week, and continued with 
about the same frequency after delivery. 

In 1944 the uterus was removed because of abdominal 
pain. Immediately after this operation she began to suffer 
from severe generalized headaches, and on the thirteenth day 
a sudden right hemiplegia involving the face occurred. 
Simultaneously she became almost completely blind in both 
eyes, but within a week her vision recovered. The head- 
aches continued, but the hemiplegia slowly improved, and 
within a.few months all weakness had disappeared. In 
1947 the vision in her right eye suddenly began to fail, at 
first for a few minutes at a time but later for increasingly 
longer periods. This phenomenon occurred almost daily, 
and in November, 1948, she lost the vision in both eyes for 
several hours. Thereafter, her eyesight deteriorated, with 
exacerbations of complete blindness, whilst the fainting 
attacks became much more severe. She began falling to the 
ground many times each day, though consciousness was only 
momentarily lost. Her doctor was unable to feel her pulse 
or to record her blood pressure. She was a light smoker 
and had no known Jewish ancestry. 

Her general condition and colour were good and her 
intelligence average ; weight 7 st. 12 Ib. (49.9 kg.). Pulsa- 
tion could not be felt in either carotid, subclavian, brachial, 
or radial arteries, but these arteries could be felt in their 
usual positions. The blood pressure could not be ebtained 
in the arms with a Baumanometer. Oscillometry: maximum 
reading 5 mm. and 2.5 mm. in the right and left upper arms 
respectively at a pressure of 70 mm. Pulsation in the 
abdominal aorta and femoral arteries was strong and the 
blood pressure in the lower limbs was 150/90. Oscillo- 
metry: maximum reading 10 mm. and 15 mm. in the right 
and left thighs respectively at a pressure of 150 mm. Many 
collateral pulsating vessels could be felt over the back of 
the chest, a bruit being heard over several. 
A loud continuous murmur, most pro- 
nounced in systole, was present over a 
localized area just above the inner end of 
the left clavicle. Peripheral skin circulation 
was normal. The heart, lungs, and abdo- 
men were normal clinically. 


Her vision was poor, and she was unable 
to read big news print. Both fundi showed 
many exudates and haemorrhages in all 
layers. There was considerable venous en- 
-gorgement, and some segmentation of the 
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circulating blood in the veins was at times visible, the blood 
appearing to move in clumps. The arterial circulation could 
not be seen. At the base of each iris, running round in 
approximately the position of the contraction groove, was 
a newly formed circular vessel. The pupils were dilated, 
and did not react to light or accommodation, but the lenses 
appeared healthy. Examination of the rest of the nervous 
system was negative. Electrocardiograms and x-ray films 
. of the heart and lungs were normal except for the presence 
of small bilateral cervical ribs. The cerebrospinal fluid was 
normal. The Wassermann reaction was negative in the 
blood and cerebrospinal fluid. The urine contained no 
abnormality, and dilution and concentration tests were nor- 
mal. A urea-clearance test gave figures of 53% and 55%, 


and an intravenous pyelogram was normal. A blood count 


showed a mild hypochromic anaemia. 

On March 19 Mr. Hardman performed a cerebral angio- 
gram; 50% diodone was injected into the left common 
carotid artery between the heads of the sterno-mastoid 
muscle. Great difficulty was experienced in inserting the 
needle, and subsequent x-ray films suggested that the vessel 
possessed-a small lumen. The external carotid did not fill, 
but the vessels of the brain were well visualized. After this 
procedure the patient became aphasic, but slowly recovered. 
Portions of the right radial and left temporal artery were 
excised. These vessels appeared to be smaller than the 
average, but their lumina were patent and no pathological 
changes were found in their walls. She was discharged on 
March 27. 

She was readmitted, under our care, on September 24, 1949. 
She was now blind, and bilateral cataracts had formed, with 
marked atrophy of each iris and ciliary body (Fig. 2). The 
peripheral iritic vessels already mentioned were now replaced 
by a pigmented fibrous ring around, the base of the iris in 
each eye. There was some degenerative keratitis in the 
left eye, with superficial vascularization. Her headaches, 
especially above the left eye, had continued to be severe, 
but the syncopal attacks had decreased in frequency and 
were now occurring only once every few weeks. She was 
sent home on October 19, but remained under periodic 


observation, and in September, 1950, had shooting pains in 


beth legs which were much worse on walking. Her. lower 
limbs had begun to feel cold, and the arterial pulse below 
the thigh was now difficult to feel, whilst it was not possible 
accurately to record the blood pressure in the lower limbs 
with a sphygmomanometer. Oscillometry showed a fall in 
the maximum reading in each thigh to 5 mm. at a pressure 
of 150 mm. No trophic changes were apparent. 


Aetiology 

The physiological result of the lesion in both our cases is 
to impair the circulation of the cerebrum to a degree suffi- 
cient to cause syncopal attacks and visual disturbance, and 
it séems clear that the lesion, whatever its nature, must be 
either in the arch of the aorta, involving the orifices of the 
great arteries arising therefrom, and/or in these arteries 
themselves. The cases of bilateral absence of the pulse 
which we have collected from the literature, together with 
our own cases, are summarized in the Table. In the first 
group (Cases 1-9) there was strongly presumptive or certain 
evidence of syphilis ; in the second group (Cases 10-18) this 
disease can be excluded with reasonable certainty, with the 
possible exception of Cases 13 and 14. 


Cases of Syphilitic Origin 


An aortic aneurysm was found in four of the five fatal 
cases, but was apparently the direct cause of death in only 
one instance (Tiirk, 1901). Broadbent (1875), who seems to 
have recorded the first case of bilateral absence of the pulse, 
found the aorta to be of healthy appearance at necropsy, 
although the patient had had syphilis. He found narrowing, 
rigidity, and crowding together of the orifices of the great 
vessels arising from the arch, and concluded that atheroma 
played a part in causing the obstruction. Shikhare (1921) 


reported that the aneurysm in his case contained an ante- 
mortem clot which sent finger-like projections into the great 
arteries, causing obstruction. In the other cases, however, 
the arterial orifices were involved in the syphilitic mesaor- 
titis, while syphilitic changes were also in some- instances 
demonstrated in the proximal portions of the great arteries 
for a variable distance. Sato (1938) demonstrated thicken- 
ing, narrowing, and absent pulsation in these arteries by 
dissection during life. Téppich (1921), in an extensive 
review, drew attention to a collar-like thickening around 
the origins of the aortic arch branches in certain cases of 
syphilitic aortitis, and showed that the actual obstruction 
is caused by growth of the aortic intima across the mouths 
of the arteries. 


Cases of Non-syphilitic Origin 
It is in this group of cases, which includes our own 
patients, that uncertainty arises concerning the cause of the 


arterial obstruction. Only scanty necropsy material is avail- - 
able, and further study is obviously necessary. 


Atheroma 

Bittorf (1947) and Marinesco and Kreindler (1936) thought 
atheroma to be the cause of the obstruction in their cases. 
At necropsy the latter authors found extensive atheroma with 
calcification of the aorta and complete obliteration of the 
orifices of the great arteries arising from its arch. The 
innominate was obstructed by organized thrombus, which 
also filled both subclavian arteries as far as the origins of 
the internal mammary arteries. Histologically, the left 
common carotid showed atheromatous changes, the lesion 


being typical of “ endarteritis obliterans ” mee evidence 


of any specific inflammatory reaction. 

It seems possible that atheroma may sometimes be respon- 
sible for the obstruction, for atheroma of the aorta is often 
especially marked in relation to the origins of the arteries 
arising from it, and obliterating arteriosclerosis may occur 
in the upper limbs, although it is uncommon. Thus Allen, 
Barker, and Hines (1946) state that, rarely, atheromatous 
formation at the origin of the subclavian artery may lead to 
extensive thrombosis in this vessel. Moreover, as atheroma 


often complicates luetic mesaortitis, it may sometimes play . 


a part in the production of the obstruction when the basic 
lesion is syphilitic, as was suggested by Cohen and Davie 
(1933). We do not think it at all probable that atheroma is 
the cause of the obstruction in our ‘own patients, in view of 
their ages and of the normal histological tacart in the 
excised portions of the peripheral arteries. 


Arteritis 


In two cases there was evidence of arteritis. Harbitz 


(1926) found total occlusion of the subclavian arteries and 
of the common carotids as far as their bifurcation, while the 
innominate was almost completely blocked. The affected 
vessels were filled with organized blood clot, and marked 
inflammatory changes were present in the common carotids, 
consisting of extreme infiltration of the media with lympho- 
cytes along the vasa vasorum. Giant cells were not seen. 
Inflammatory changes were less marked in the internal 
carotids, which showed considerable intimal thickening. The 
aorta was inelastic, with patches of calcification, while its 
arch, and to a less extent the descending aorta, showed 
extensive round-celled infiltration of the adventitia, less 
marked in the media. The abdominal aorta and femoral 
arteries were normal. Mo organisms could be demonstrated, 
but a possible infective origin was postulated. 

Frovig (1946) investigated his patient, a woman aged 21, 


in great detail. Attempts at angiography through the left . 


common carotid failed, this vessel on exposure being found 
hard, stiff, and pulseless. Injection of the left subclavian 
artery proximal to its vertebral branch was also unsuccessful, 
though good filling of the arm arteries was obtained through 
the middle portion of the left brachial artery. This vessel 
was also pulseless and seemed small. The right common 
carotid resembled the left macroscopically. Sections of it 
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Summary of Known Cases with Bilateral Absence of Pulse 
\ 
Case Sex and y Duration B.P. B.P. 
Nov Author ‘Age Chief Symptoms in Years| “-R+ | arms Legs Clinical Features 
Cases of Syphilitic Origin 
1 Broadbent (1875) . . M Referable to hepatic ? ? ? ? History of syphilis. Absence of radial pulses 
50 cirrhosis for 30 years. Vigorous pulse in femoral 
arteries. Died 
2 Tiark (1901) M Transient faintness; 1 ? Nil ? History of syphilis. Feeble pulse in right carotid 
44 blurred vision; an- and right subclavian. Pulse absent in other 
gina of effort; weak- ae mong of arms, head, and neck. Strong 
ness of arms minal aorta and femorals. 
ollateral circulation. Pronounced arterio- 
Rupture aneurysm into 
3 Shikhare (1921) M Frequent giddiness and ? ? ? ? Absent se in all arteries of upper part of 
Middle- syncope = Normal pulse in abdominal aorta and 
- 4 Aneurysm of aortic arch. Died 
4 Crawford (1921) .. Dizziness ; severe head- 1} Pos. Nil 125 Abenes pulse in radial, brachial, and carotid 
52 aches; dyspnoea ; arteries; forcible in abdominal aorta; 
cyanosis normal in femorals. Clinical and radiolo- 
pad evidence of aneurysm arch and 
nding thoracic aorta 
5 Kampmeier and Neu-| M Giddiness and Lauanent 6 Pos. Nil 178/110 pulse in radial, brachial, and carotids. 
mann (1930) 35 syncope fall "Goo d pulse in years 
visua ure; previously se in abdominal aorta 
inc and legs 1 circulation. Clinical 
and radiological of aneurysm of 
6 Cohen and Davie M Sudden blindness left 12 Pos. 40-50 210 Absence of radi radial and carotid pulses. 
(1933) 60 eye; recurrent (oscillo- circulation. Clinical and 
cope, and meter) of an n of thoracic aorta. 
Cataract left eye. irium and hemiplegia. 
7 Sato (1938) F Giddiness ; 1 Pos. Nil 125/85 extremities, head, 
25 headaches; gradual Norma aorta and legs. 
vi- Normal ‘by x-ray Atrophy of brain 
sion ; fatigue of upper —— Bilateral 
extremities hy iris, 
of retinal vessels 
g and Wadulla F Giddiness and syncope; 1 Pos. Nil 270/90 | Pulse absent in arms and left carotid. Weak in 
(1950) 52 deterioration of vi- right carotid. Strong pulse in abdominal 
sion; dyspnoea on aorta and | Radiological evidence of 
exertion diffuse dilatation of aorta. Slow 
. in retinal vessels, exudates at left macula, and 
lowered retinal Hands white and 
9 andWadulla} Repeated 2 | pos. | 70/40 | 290/100 | Pulse abscat in arms and tight carotid. Feeble 
epeated syncope; re- " se a in arms an carotid. Fee’! 
C1930) $2 current dimness of in left carotid. X-ray films showed diffuse 
and dilatation of aortic arch and fusiform 
swelling of feet enlargement of descending aorta. Hands 
white and cold 5 
Cases of Ni ic Origin 
10 | Harbitz(1926) _ .. F | Recurrent dimness of 12 Neg. ? ? Bilateral absence of radial pulse. Slow retinal 
37 — ppindnese circulation. Cataract of right eye. Atrophy 
Hc of iris. Pigmentation of face with, atrophy of 
— side of face. Perforation of nasal sep- 
Right hemiplegia and coma. Died 
‘ll Marinesco and F Recurrent dimness 1 9 * Nil 140/90 Absent pulsation arms, neck, and face. Normal 
Kreindler (1936) 38 vision; progress Beart x-ray film. Atrophy, of bones of ‘See, 
loss of vision left with pigmentation. 
eye; aches, ad tum. ive 
leptiform attacks, left 
hemip 
12 | Giffin (1939) mn F | Severe headaches; at- | Several - o 190/110 Pulse absent in arms and left carotid, diminished 
19 tacks of blurred in right carotid. Increased pulsation in 
abdominal aorta and legs. od radiological 
evidence of aneurysm, but aye: onary conus 
enlarged and aortic knuckle absent. Frag- 
. men circulation in retinal veins, with 
low retinal pressure. Fatigue of jaws 
and up limbs 
13 Oota (1940) on F ? ? ? ? ? Absent pulsation in carotid, brachial, and radial 
25 arteries. “‘ Peripapillary anastomoses in 
eyes.” Few det given 
14 Takahasi (1940) F Frequent syncope, diz- 7 ? ? ? Absent pulsation in carotid and radial arteries. 
28 ‘| ziness, and ihead- Catasact in left eye. Few clinical details 
aches; . delirium 
15 Provig (1946) F Syncopal attacks, re- 1 Neg. Nil 230/150 | Pulse absent in arms, neck, and face. Normal 
21 current blurring of ye film. Air encephalogram s 
blindness of leftcerebralhemisphere. ‘‘ Granu- 
ight e m5 t fol- circulation in retinal vessels, with 
t hemi- and lowered retinal 
Right cataract; atrophy of iris 
16 Bittorf (1947) M Reuent sunsope: 9 ne 60/40 ? Carotid one subclavian ses barely felt, 
56 transient dimin , Later brachial and radial pulses absent. Femoral! 
of vision right eye; nil pulses strong. Arteriosclerosis. Collate 
attack of blindness ation. - radiological findings given. 
lasting 10 minutes No evidence of anouges 
17 Skipper and Flint . . M faintness 3¢ a Nil -240/140 | Pulse absent in both radials, t brachial, and 
42 d blurred vision; tt common carotid, barely perceptible in 
‘Blindness tett eye left brachial and left common carotid. 
Normal pulse i ry abdominal aorta and legs. 
No radiological abnormality in chest. Col- 
lateral ceeeliin. Visible circulation in 
retinal arteries. -sided cataract, inci- 
“ pient opacitiesleftlens. Atrophy of each iris 
18 Skipper and Flint . . F Severe headaches, ee se e 150/90 Absent pulse in arms, neck, and face. Systolic 
37 recurrent syn- Later bruit above left clavicle. Normal pulse in 
cope, and blurring of nil abdominal aorta and a lege: pulse in begs later 
vision progressing to difficult to feel. X- m of chest normal. 
blindness; intermit- Collateral u Fragmentation of 
tent c retinal circulation. Bilateral retinopathy, 
legs cataracts, and atrophy of each iris 
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showed great swelling and cell proliferation of the intima 
and fibroblastic proliferation in the media with the formation 
of a few giant cells. There were small clusters of round 
cells, particularly in the boundary zone between the adventitia 
and media. 

The cases considered in this paper bear little clinical 
resemblance to the well-recognized varieties of arteritis. 
Temporal arteritis runs a different course, and only in its 
visual phenomena is there any similarity ; while according to 
Harrison (1948) only 2 of the 75 recorded cases have 
occurred in young subjects. One of these, that of a woman 
aged 23, was published by Gilmour (1941) as a case of giant- 
celled arteritis. The temporal arteries were not mentioned 
and were presumably not involved, but Gilmour considered 
the pathological changes to be similar to, or identical with, 
those of temporal arteritis. There was obstruction of the 
right subclavian and right common carotid, but we have 
found no other instance of this disease in which occlusion of 
a great artery has occurred. Thromboangiitis obliterans is 
rare in women, and, although visual and cerebral symptoms 
may occur when it involves the arteries of the brain, there 
is no authentic instance, so far as we are aware, 6f occlusion 
of the main aortic arch branches in this condition. The 
Table shows the curiously high incidence of females below 
the age of 40 in the non-syphilitic group,* and this alone 
would seem to exclude this disease as a cause of the obstruc- 
tion. Periarteritis nodosa, being & disease which chiefly 
affects the visceral arteries, with frequent renal involvement, 
need hardly be considered in the possible aetiology. 


Congenital Anomaly 
This was the hypothesis advanced by Giffin (1939). A 


‘patent ductus arteriosus was probably present in his case, but 


we do not think there was any good evidence of the existence 
of any of the other complex anatomical defects postulated 
by him, and it is difficult to see how the known congenital 
anomalies of the arch or its branches could account for 
this symmetrical type of arterial occlusion. Possibly 
atheroma, complicating congenitally small arterial orifices, or 
orifices unduly crowded together, might produce it. 

To summarize, it would seem that atheroma may some- 
times be responsible, but we are inclined to the belief that 
a form of arteritis, at present unidentifiable, which for some 
reason affects the aortic arch branches symmetrically, is 
more often the cause. 

Symptomatology 

Reference to the Table reveals a remarkably uniform 
symptomatology. As would be expected, angina and other 
cardiac symptoms were met with in the first group, but the 
presenting symptoms in both groups were almost invariably 
cerebral and visual. Often the symptoms were spread out 
over a number of years. 

Cerebral Symptoms.—Faintness, giddiness, or loss of 
consciousness was noted in 14 cases, in all but two of which 
actual syncope occurred. Usually the attacks were of short 
duration, were worse in the upright posture, and were fre- 
quently repeated. Headache was also a prominent feature, 
and tended to be particularly severe when occurring with 
major cerebral episodes such as hemiplegia. ‘There was 
evidence of gross cerebral damage, such as hemiplegia, 
convulsions, or cerebral softening, in seven instances. 

Visual Phenomena.—These are of particular interest and 
are mentioned in 15 cases. One very characteristic symptom 
is a transient recurrent “ blurring” of the vision (nine cases), 
occasionally without, but usually with, a progressive diminu- 
tion in visual acuity. The curious slowing of the retinal 
circulation seen in both our cases is described in four others, 


observed four of which were females between the 
of 15 Ja 25. was 
with, it is , arteriovenous anastomoses in 
and cataract formation. As fow details of his cases are given 
they have not been included in our series: -. 


ive deterioration of on 
the retinal vessels 


in three of which a lowered retinal pressure—that is, the 
pressure required to obliterate the retinal arteries—was 
present. Both Sato (1938) and Oota (1940) found “ arterio- 
venous anastomoses ” in the retinal vessels, the former also 
describing small haemorrhages and aneurysmal dilatations. 
The peripheral retinal vessels were transformed into “ white 
strands,” and there was atrophy of the choroid and retina. 
The exterisive retinopathy in our second case has apparently 
not been observed in any of the others. Cataracts were 
found in seven cases, in two of which it was bilateral. It 
seems that the cataract usually forms within 12 to 18 months 
of the onset of the first symptom, although in our second 
patient the bilateral cataracts did mot appear until the ~ 
thirteenth year of her illness. The actual development of the 
cataract may be rapid, as in Frovig’s case, in which it 
became severe in two or three days. Cohen and Davie’s 
patient had complained of sudden loss of vision in the left 
eye. This was apparently due to a haemorrhage, which was 
followed by cataract. In five of the cases with cataract there 
was atrophy of the iris. 

Other Symptoms.—Loss of power and ready fatigability 
of the upper limbs is mentioned five times, and of the jaws 
once. No trophic changes have been noted in the limbs, 
but coldness of the upper extremities occurred in both the 
patients described by Lampen and Wadulla (1950)~ Our 
second case is apparently the only instance of impaired 
blood flow to the lower limbs, ¢nd in this patient it must 
be assumed that pathological changes in the lower limb 
arteries have occurred.. Harbitz (1926) described right facial 
hemiatrophy and Marinesco and Kreindler (1936) atrophy of 
the bones of the face. A curious finding in both these 
cases was pigmentation of the face a perforation of the 
nasal septum. 


Abnormalities in the Circulation and Their Relationship to 
Symptoms 


The location and extent of the obstruction in the aortic 
arch branches, when verified, have already been described, 
and it is clear that it is the symmetry of the occlusion which 
is responsible for the Symptoms and clinical findings. We 
did not feel justified, in our own patients, in making more 
attempts to confirm the site of obstruction by further investi- 
gation. In our first case the angiocardiogram showed that 
two of the great vessels were free at their immediate origins ; 
in our second case the obstruction in the left common carotid 
evidently lay between’the level of the contrast injection— 


 that-is, between the two heads of the sterno-mastoid—and the 


origin of this vessel from the aorta. The production of the 
various symptoms is dependent upon the diminished blood 
flow through the aortic arch branches, and the slow progres- . 
sion of the disease suggests a gradual occlusion, though it is 
apparent that sudden vascular block from thrombosis may 
occur, for example, in the middle cerebral artery. - 

In all probability, the sudden hemiplegia and visual failure 
in our second case was due to thrombosis of the internal 
carotid artery, and Frovig assumed that the hemiplegia in his 
case was also due to this cause. The vertebral arteries must 
play an important part in the maintenance of the cerebral 
circulation. Thus Takahasi (1940) and Frovig both achieved 
filling of the cerebral vessels with angiograms carried out by 
injection of one of the vertebral arteries, while Marinesco 
and Kreindler filled the cerebral vessels, after death, with a 
mixture of gelatin and lead oxide injected into the same 
vessel. Normally the vertebral arteries are much less 
important than the internal carotids in the blood supply to 
the brain. If, as may happen in this disease, they become 
occluded, enough cerebral circulation cannot be maintained 
to support life. In Lampen and Wadulla’s fatal case there 
was thrombosis of the basilar artery with cerebral softening,~ 
while Harbitz demonstrated almost complete occlusion of the 
vertebral arteries in addition to thrombosis of the left 
cerebral artery. It is evident that the visual phenomena are 
due to slowing of the intraocular circulation, and the 
formation of cataracts and other renee can be 


~ explained on this basis. 
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‘- The circulation of the upper limbs is maintained through 
collateral channels, which are presumably very similar to 
those formed in coarctation of the aorta. Thus pulsating 
arteries were found over the back in four cases in addition 
to our own patients. The flow of blood in these -anasto- 
motic vessels must, however, be from below upwards, as was 
noted by both Tiirk and Bittorf. 

The absent pulse in the upper extremities, together with 
‘the vigorous pulse and the apparently high blood pressure 
in the lower limbs which many of these cases exhibit, has 
led to the application of the unsuitable term “reversed 
coarctation ” to the anomaly by Giffin and by Lampen and 
Wadulla. .A systolic reading of over 200 mm. Hg was 
obtained in the lower limbs in five cases. With such scanty 
material, however, it is difficult to be sure how far these 
pressures exceed the normal. Wendkos and Rossman (1943) 
carried out a study of the blood-pressure readings in. the 
legs of 500 normal soldiers, excluding all subjects in whom 
the blood pressure in the arms exceeded 140/90. While the 
average figure was 154/91, in 25% the systolic pressure 
ranged from 170 to 195 mm. Hg and in 2% from 200 to 230. 
They stated that there was a direct relationship between the 
circumference of the thigh and the height of the blood 
pressure, and indicated the importance of an increase in the 
muscle mass in raising the pressure. Nevertheless, the read- 
ings given by Lampen and Wadulla are excessive, though the 
high pulse pressures in these patients were not satisfactorily 
explained. A reading of 190/110 in Giffin’s case certainly 
seems high for a female aged 19 who is said to have been 
physically underdeveloped, and a pressure of 240/140 in our 
first patient, who weighed only 7 st. (44.5 kg.) would also 
appear to be abnormal. As is to be expected, cardiac hyper- 
trophy was noted in several of the syphilitic cases. It is not 
mentioned in any of those of non-syphilitic origin, though 
the weight of the heart in Harbitz’s patient was 470 g. No 
discussion on the possible cause of the raised arterial tension 
in the lower limbs in these patients would be profitable in 
the present state of our knowledge of the cause of hyper- 


tension in general. 
Summary 

Two rare cases observed by us in which there was 
virtually complete absence of the arterial pulse in the 
upper extremities, head, and neck, owing to arterial 
occlusion, are described: The cause of the obstruction 
in these cases was not determined. 

Two groups of similar cases collected from the litera- 
ture are discussed. In the first, occlusion is due to 
syphilitic aortitis either with or without an aneurysm of 
the arch. In the second group the aetiology is less clear. 
Atheroma may be the cause in certain cases, but 
evidence is produced which suggests that a form of 
arteritis is more often responsible. The high proportion 
of women below the age of 40 in the non-syphilitic 
group renders it unlikely that thromboangiitis obliterans 
is the cause. | > 

The remarkably constant symptomatology common 
to both groups is described, the chief symptoms being 
cerebral and visual. Amongst the former, repeated faint- 
ness and syncope are common, while gross cerebral 
damage as evidenced by convulsions, hemiplegia, or 
death from cerebral softening may occur. , Ophthalmo- 
logical symptoms include repeated blurring of vision, 

Progressive deterioration of vision, and _ cataract 
_ formation. 

The course of the especiales: with special reference 
to the production of the symptoms, is described. Refer- 
ence is made to a rise in the arterial tension in the lower 
limbs in certain cases. 


We are much indebted to Mr. W. J. Wellwood Ferguson for 


his ophthalmological examination of our patients, and to Dr. L. 


Bussell for his translations from the German literature. 
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Attempts to account for the action of Vitamin B,, and 
folic acid in megaloblastic anaemias have ied to recon- 
sideration of the classical theory of the aetiology of 
pernicious anaemia. One of the new hypotheses is that 
advanced by Lajtha (1950), based largely on the results 
of marrow culture experiments. He confirmed the 
observation of Osgood and Brownlee (1937) that if 
megaloblastic bone marrow from a patient with per- 
nicious anaemia in relapse is cultured the megaloblasts 
disappear more rapidly when the medium contains 
normal serum than when it contains serum from an 
untreated case of pernicious anaemia. He set up 
cultures with media containifig different proportions of 
pernicious anaemia serum, and considered that the 
figures for differential counts showed that more megalo- 
blasts persisted in the medium containing the higher 
proportion of pernicious anaemia serum. Lajtha there- 
fore suggested that there exists.in the blood of patients 
with pernicious anaemia a factor inhibiting the matura- 
tion of megaloblasts into either erythrocytes or normo- 
blasts. Thompson (1950) has yubliched evidence in 
favour of this suggestion. 

The method employed by these workers i is a modifica- 


tion of that described by Osgood and Brownlee (1937), . 


using a fluid culture medium: this has the great advan- 
tage over methods employing a solid medium in that 


*British Medical Association Scholar. 


3 
Pas 4 
| 
2 
+ 
4 
a 
FON 
$054) 
i 
‘ 
4 
4 
- 
» 


Jury 5, 1952. 


BEHAVIOUR OF ERYTHROBLASTS 


quantitative of the occurring is 
possible. In the published results of the experiments 
of Lajtha and of Thompson the changes observed have 
been expressed as proportionate changes within the 
erythroblast population derived from differential cell 
counts performed on slides. Lajtha (1950) states that 
calculated absolute counts obtained by applying these 


changes of proportion to the total cell count confirm ~ 


that they represent real, and not merely relative, changes 
in the numbers of cells. 

In view of the possible errors introduced by the 
counting methods employed and the possibility of 
variations in the proportion of erythroblasts to other 
cells, as may well occur in such experiments, we thought 
it necessary to investigate this assertion. 

A preliminary step was to devise a method of count- 
ing one element of a bone-marrow suspension with a 
known degree of accuracy; the method adopted is 
described elsewhere (Sharp, Feinmann, and Wilkinson, 
1952), together with a suggested modification, use of 
which will lessen counting labour. Briefly, an estimate 
of known accuracy of the count of the total nucleated 
cells‘ per unit volume is made; the estimate of the 
proportion that the marrow element forms of the total 
nucleated cells, also of k20wn accuracy, is derived from 
differential counts on a series of cover-slip smears. An 
estimate of the number of the cells concerned per unit 


volume may thus be obtained. leensaesnes of a formula 


gives the error of this estimate. 

The culture technique we have used is described in 
detail, since, so far as we are aware, an account of the 
important modifications of Osgood and Brownlee’s 
(1937) method, largely introduced by Lajtha, has not 
appeared in the literature, and we have found strict 
attention to details of technique to be essential. 


"Materials and Methods 


1. Universal containers (30 ml.) roughly graduated at 4-ml. 
intervals were used for storing fluids and as culture vesscis. 
The internal rubber caps of these were wrapped in “‘cello- 
phane” to prevent contact of rubber with the culture. The 
internal surfaces of containers used as culture vessels were 
treated to prevent adherence of cells of the granulocytic and 
monocytic series (Lajtha, personal communication) by 
exposure for a few seconds to liquid dimethyldichlorosilane 
(Dow-Corning), care being taken that all parts of the surface 
came into contact with the fluid, followed by washing with 
running tap-water for two days and then in distilled water 


‘for seven days. The assembled containers were sterilized 


in the autoclave at 15 Ib. (1.05 kg. per cm.*) pressure for 30 
minutes. 


2. All-glass syringes, needles, and Salah sternal puncture | 


needles were “ siliconed” by the process described, stored 
in large test-tubes with non-absorbent wool plugs, and dry 
Sterilized at 160° C. for one hour. 

3. Pasteur pipettes and Wintrobe haematocrit tubes were 
not “siliconed,” since it was found that such treatment 
prevents adequate mixing of the cell suspensions in a narrow 
tube.~ The specimen is in contact with these “ unsiliconed ” 
glass surfaces for only a few minutes, so that ‘adhesion of 


cells to the untreated surface is unliket to ee" a serious : 
: ‘aspiration into a Pasteur pipette; drops from this pipette 


“ Siliconed ” watch-glasses. 
r Gey’s salt solution (Gey and Gey, 1936) was used: 


g./litre g.flitre 
NaCl .. ,8:000 _Na,HPO,2H;O .. 0.150 
KCI 0370 KH PO, ..  .. 0.030 
NaHCO; .... 0.227. MgSQ,.7H;,O .. 0.070 
CaCl, anhyd. .. 0.170 Glucose .. .. 1.00 
MgCh.6H;O .. 0210 | 


It should be noted that quantities, of the concentrated stock 


solutions recommended in the above paper do not give the € 
final concentration of salts desired. The solution was filtered 


. through sintered glass and stored at 4° C. in universal con- 


tainers, approximately 18 ml. in each. 

6. Counting and staining materials are detailed elsewhere 
(Sharp, Feinmann, and Wilkinson, 1952). 

7. Human serum was obtained under sterile conditions 
and stored in universal containers at 4° C. Serum stored 
longer than 28 days was not used. 


Culture Technique 


It was found, using the ordinary bacteriological sterile 
technique, that all operations could be performed on an 
open bench without fear of contamination ; it was unneces- 
sary to keep a room specially for this culture work. 

At the beginning of an experiment containers of the sera 
to be used and of Gey’s solution were warmed in an incu- 
bator at 37° C. Sternal marrow puncture was performed by 
the usual technique, 2 ml. of marrow being extracted by 
sudden forceful suction ; it was found that in cases where 
any difficulty was experienced in aspirating the marrow 
clotting tended to occur and the cellularity of the resulting 
specimen was almost invariably too low for culture purposes. 
A few drops of aspirate were used for making diagnostic 
smears, and the remainder was introduced rapidly into 


- 18 ml. of warm Gey’s solution in a universal container 


and thoroughly agitated. Heparin was not added to the 
Gey’s solution in view of the evidence that it may inhibit 
mitosis (Paff et al., 1947 ; Heilbrunn and Wilson, 1949). We 
did not encounter clotting of specimens freely aspirated. 
After mixing for approximately 10 minutes the suspen- 
sion was centrifuged at 2,000 r.p.m. for 15 minutes, the super- 
natant liquid removed, and the volume made up to approxi- 
mately 10 ml. with Gey’s solution. We found that transfer 
of accurate volumes of fluid from a syringe by piercing the 
rubber cap of a container as described by Osgood and 
Brownlee was difficult and apparently unnecessary. The 
new suspension was thoroughly agitated and a nucleated 
cell count was made ; depending on this count, the volume 
was adjusted to give a nucleated cell count of 15,000-20,000 
per c.mm. The, final volume achieved decided how many 
experiments could be performed with the material available. 
Siliconed” syringes. and needles were used to set up 
cultures in warmed siliconed universal containers, The 
composition of these is shown in Table 1. : 


Tasie I 


Normal Gey’s 
of Serum in 
Serum Solution ‘dium 


1 mL 2 mi. 0. 2 mi. 


Each culture bottle was thoroughly agitated for two 
minutes, after which approximately 2 mi. of the contents 
was removed by Pasteur pipette. About 0.5 ml. of this was 
taken for an immediate pH estimation by glass serum elec- 
trode, sufficient for nucleated cell counts was placed on a 

“ siliconed ” watch-glass, and the remainder introduced into 
Wintrobe haematocrit tubes and spun at 3,000 r.p.m. for 
approximately 30 seconds. The supernatant liquid was re- 
moved and the deposit thoroughly agitated by repeated 


were made into 12 to 30 cover-slip smears by the usual 
technique. These represented the “zero hours” prepara- 
tions and estimations. 

The remaining 3 ml. of the culture, forming a layer 7 to 
8 mm. deep, was incubated for 48 hours at 37° C. . Speci- 
mens were then taken for incubation on blood agar as a 
were taken as before. 
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It was found essential to make the initial differential cell 
counts from “zero hours” preparations and not from the 
diagnostic smears made direct from the sternal puncture 
needle. In the medium used there is a tendency for the 
pattern of nuclear chromatin to “open out,” so that a 
marrow specimen which appears mainly “ normobiastic ” in 
the diagnostic smears is often found to be mainly “ megalo- 
blastic” in the “ zero hours” preparations. 

The methods of counting the nucleated cells and of stain- 
ing and differential counting of smears are detailed elsewhere 
(Sharp, Feinmann, and Wilkinson, 1952). 


Experiments 

Sternal ‘marrow was obtained from three patients and 
used for 20 culture experiments. The patients were suffer- 
ing from untreated pernicious anaemia in relapse ; all had 
haemoglobin levels between 35 and 40% (4.2 to 4.9 g./100 
ml.) and reticulocytes 2% or less, and they fulfilled the 
recognized diagnostic criteria. The marrows from patients 
A and B were cultured in their own sera and that from 
patient C in pernicious anaemia serum from another un- 
treated patient of the same blood group whose haemo- 
globin level was 36% (4.3 g./100 ml.) and reticulocyte count 
1.2%. Each marrow was cultured in normal serum of its 
own group. 

In our hands the method employed was not invariably 
successful. Other experiments were performed, but were dis- 
carded for purely technical reasons, the most common being 
that adequate counting of a sufficient number of smears 
was not possible. The most common cause of failure was 
making the cover-slip smears too thin, the resultant damage 
to cells rendering a high proportion unrecognizable. In 
some experiments clumping of leucocytes, particularly 
polymorphonuclears, despite a constant mixing technique, 
and in others the appearance after incubation of numerous 
reticulum cells resembling erythroblasts, made accurate 
differential counting impossible. A rise of incubating tem- 
perature to over 38° C. was usually associated with haemo- 
lysis and destruction of the culture. Use of serum of a 
different blood group from that of the marrow resulted in 
either agglutination or haemolysis. 

It should be noted that the stored serum is at all times in 
contact with air; consequently, the pH of the medium 
initially is usually high—for example, 7.8. Change of pH 
of the medium during the experiment has been variable and 
unpredictable ; the tendency towards an acid pH on incuba- 
tion observed in some cases is probably due in part to the 
accumulation of lactic acid (unpublished data). 

Although the appearance of cells in tissue culture under 
such conditions is not normal, we have found it possible 
to use the criteria advocated by Israéls (1948) for ,recogni- 
tion of cells. Differential counts were performed by two 
observers (E.L.F. and J.S.). Controlled studies indicated 
that we were unable to differentiate proerythroblasts from 
early megaloblasts-in a reproducible manner. For this 
reason proerythroblasts and megaloblasts have been con- 
sidered as ome group and are hereafter referred to as 

“P. + M.” 

‘ A protocol of one experiment is given in the Appendix. 


‘ Results 
In Tables II and III the absolute number per cubic 
millimetre of P. + M. in the various media before and 
after incubation is indicated. 


Interpretation of Results 

In 40% pernicious anaemia-serum there is a significant 
decrease in numbers of P. + M. in one of six experiments. 
In 60% pernicious anaemia serum.the decrease is significant 
in three of five experiments. A significant fall occurred in 
three of four experiments in 40% normal serum and in all 
five experiments in‘ 60% normal serum. Comparison of 
results in this way assumes that the rate of change of num- 


Incubation in Media 


Taste II.—P.+M. and After 
hag ge % Pernicious Anaemia Serum 


| Containing 40% and 


40% Pemicious Anaemia | 60% Pernicious Anaemia 
Time Serum Serum 

48 i33 31 }150 222 
a 359 457 306 
BT | | 397 
48 | ior | 57 
we 48 360 107 }289 368 
At 119 \as6 
“14 in | }263 248 
“ |}2s8 270 
| 132 | 426 
Cc, 708 174 


TaBLe III.—P.+-M./c.mm. Before and After in Media 
Containing 40% and 60% Normal Serum 


40% Normal Serum 
sx. lence si. lence oD) 
11 }308 178 
48 }34s 192 
48 ist }369 410 
321 | 290 
| 207 | poss | 408 
“|4 808 188 | | 374 


bers of P.+M./c.mm. under these conditions is a linear 
function. In order to avoid this assumption, the results have 
been further analysed in the following manner: 

The mean numbers, averaged over marrows, of 
P. + M./c.mm. at zero hours have been calculated for all 
experiments in media containing pernicious anaemia serum 
and for all experiments in media containing normal serum. 
The former mean is 535.92 and the latter 528.11. The 

_ difference between these means is not significant: 
t=0.19; df. 11; 09>P>08. 

Calculation of similar means at 48 hours gives a result 
of 234.38 for media containing pernicious anaemia serum 
and 33.5 for those containing normal serum. The 
difference between these means is highly significant: 
t = 10.95; df. 11; P<0.01. This indicates a significantly 
greater decrease i in numbers of P. + M. in media contain- 
ing normal serum than in those containing pernicious 
anaemia serum. 
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a The mean number of P. + M./c.mm. at zero hours in incubation. In our hands the preservation of the culture 
media containing 40% pernicious anaemia serum was t-72 hours was usually poorer that at 48 hours, and in 
378.33 and in media containing 60% pernicious anaemia Cultures of five normoblastic marrows in pernicious anaemia 
serum 505.33. The difference between these means is, serum the only definitely recognizable erythroblast in 72- 


hour cultures has been the late normoblast. 


however, not significant: t = 1.64; df. 5; 0.2>P>0.1. 

The comparable means at 48 hours were 259.83 for 
40% and 197.3 for 60% pernicious anaemia serum. The 
difference between these means is also not significant: 
t=2.2; df. 5; 0.1>P>0.05. 


The results therefore demonstrate no significant difference 
in the behaviour of the numbers of P. + M. in media con- 
taining 40% and 60% pernicious anaemia serum. 

The data have been analysed to find if there is evidence 


of any individual difference in behaviour of the three mar-. 


rows in these experiments. For each of the marrows, A, B, 
and C, the difference between the average. numbers of 
P. + M./c.mm. in experiments using media containing 40% 
and those using 60% pernicious anaemia serum has been 
calculated separately at zero hours and at 48 hours. The 
variance of these differences around the mean difference has 
been compared with the total variance of estimates of the 
numbers of P. + M./c.mm. around the mean numbers for 
all experiments using pernicious anaemia serum, at each 
period. 
At zero hours: 
The variance of the difference = 18,622.5 (d.f. 2) 


The changes in number of a cell type during culture 
must be a complex process involving cell division, matura- 
tion, and degeneration. To what extent each of these 
factors is operative in a particular culture cannot at present. 
be determined using this culture technique. While 
there is evidence from other sources that transition of 
megaloblast to normoblast may take place in vivo on the — 
institution of suitable treatment (Horrigan et al., 1951), there 
is no conclusive evidence that such a change occurs under 
the conditions of these experiments. It would appear 
hazardous, therefore, to postulate that the effects in vitro — 
of therapeutic agents added to the culture medium are iden- 
tical with those occurring on exhibition of these agents in 
vivo. 


Summary 
Megaloblastic bone marrow from cases of pernicious 
anaemia has been cultured in media containing per- 
nicious anaemia and normal sera respectively. 
When incubated for 48 hours in media containing 


normal serum the decrease in numbers of proerythro- 
blasts and megaloblasts is significantly greater than 


- The total variance 15,407.1 (4.f. 5) when the media contains pernicious anaemia serum. 
= 1.1513 log. 18,622.5 No evidence has been found that the difference is due 
15,407.1 to an inhibitory factor in pernicious anaemia serum. 


= 0.0946 
At 48 hours: 
The variance of the difference- = 4185 (df. 2) 


Appendix : Protocol of Counts of ‘Experiment A: at 0 Hours 
(a) Percentage of Erythroblasts which are P. + M.—The 


) sth b = 1.1513 log.w 4185, oP counts contributing to this mean are shown in Table A. 
20369. Taps A 
egaloblasts | P.+M. | /Difference\® 
~ The 5% point of the distribution of z is at 0.8777, so slip ween 3 P ‘ido : ( from 
a that neither of the calculated values of z is significant. No. | Erythroblasts | Erythroblasts Mean 
There is thus no evidence that the individual marrows 4 $ | 13 
- responded differently in respect of change in numbers of 16 = 32 59 an 
P. + M./c.mm. in the two concentrations of pernicious ¢ 
— anaemia serum. 19 1 52° eee 4 
4 
Discussion 22 14 25 39 144 
These results confirm the reports of previous investiga- 24 8 $2 60 81 
" tions that there is a difference between the action of 25 U 33 fined 121 
pernicious anaemia serum and normal serum on megalo- Total 94 $15 609 1,251 
x blastic bone marrow under the conditions of the experi- Mca 8 st 


ménts, and demonstrate that the difference is significant. 
It seems possible that the observed difference in behaviour 
of the marrow cells, as judged by morphological appearances, 
may be accompanied by biochemical changes in the media 
or histochemical changes in the cells capable of more exact 


Standard deviation of P.+M. mean = = 10-7. 


(b) Percentage of Total Nucleated Cells which are Erythro- 
blasts.—The counts contributing to this mean are shown in 


r measurement. Such studies may give information of funda- Table B. 
e mental value regarding the processes of normal and patho- Taste B 
logical erythropoiesis. 
vf The results do not provide evidence for the presence of an Cover-slip > Erythroblasts per 100 Difference \? 
ll inhibitory factor in pernicious anaemia serum, since no ~~ No. Total Nucleated Cells (trom Mean) 
n significant difference was observed between the effects of 14 46 119 
2. concentrated and dilute pernicious anaemia serum. It is 3 3 4 
e recognized that the results do not rule out the possibility 17 21 «199 
: of a very powerful inhibitor active in such high dilution that is - Fd 
the differences in its effect in the dilutions of serum employed 20 20 228 
It were not measurable by this method. The concentrations 2 gh 
n of serum used, however, were closely comparable to those 24 34 1 
used by Lajtha. 25 
3 Further evidence for the existence of an inhibitory factor Toul 3 PP 
y me been put forward by Lajtha (1950). He reports culture 
of megaloblasts from normoblastic bone marrow in perni- 
1S cious anaemia serum ; these mainly appeared after 72 hours’ 
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(c) Total Nucleated Cell Count. diluted. 1/40 
in three pipettes, each of which was used to fill a separate 
counting chamber. 

Number of cells counted in the three chambers 67, 65, 
and 73 respectively. Mean number of cells counted = 68. 

Dilution factor = 1/25 

*. Total nucleated cell count=1,700/c.mm, 

Coefficient of variation of this count: 

an 


100° 


Where n = the number of cells counted. 
nN, = the number of counting chambers used. 
Np = the number of pipettes used. 


- 
3 


Standard Deviation= 136 


Calculations : 
(i) The percentage of P. + M. of total nucleated cells: 


(i.e., a X b) Ss 
100 


The standard deviation of this product is obtained from 
the formula: 
= . + oa® . + ob? a? 
where 4 is the mean percentage of erythroblasts which are 
P. + M. and oa is its standard deviation, and b is the mean 


percentage of total nucleated cells which are erythroblasts 
and gb its standard deviation. ’ 


= 4/(107 x 11.7) + (10.7? x 32.1%) + x 51%) 


x 35.1 = 17.9 


100 
(ii) ‘The number of P.+-M./c.mm. tie, x 
17.9 
= Too x 1700 = 304, 


The standard deviation of this figure 


( 136) + « 1700") + (136 x (Tea) 


= 124 


We wish to thank Professor Bartlett and° Miss N. Goodman 
for their help with the statistical aspects of this study; Mr. A. 
Duval for deriving the formula for the standard error of the 
product of two independent variables; and Dr. L. G. Lajtha for 
giving us a full account of his methods. The work was supported 
by a grant from the Medical Research Council and was carried 
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According to Time (June 16) there has been great public 
interest in the United States in the new drug isonicotinic acid 
hydrazide. The Food and Drug Administration has now 
authorized the general use of the drug on arly doctor’s pre- 
“scription, and so great has been the public demand that 
Macy’s, the well-known store in New York, advertised in’ 
the New York Times that they were able to supply it: - 


NORWEGIAN SCABIES 
BY 
G. C. WELLS, M.B., M.R.C.P. 


First Assistant in the Department of Dermatology, 
University College Hospital, London 


In September, 1950, some female patients in the 
dermatological and tuberculosis wards at University 
College Hospital complained of itching spots. These 
wards were next to each other and were staffed by the 
same nurses. Intensely itchy scratched papules were 
scattered over the waist, buttocks, and thighs, while one 
patient had papules on ‘the arms and a few vesicles on 
the palms. On the whole the eruption suggested scabies, 
but we could not find burrows in any of the cases, nor 
was there any trace of mites on scraping areas of skin 
and examining the scales microscopically. 

Within a few days seven nurses had complained of 
itching. They all showed scattered scratched papules 
on the arms, and some of them on the thighs. Again 
after careful examination it was impossible to make a 
certain diagnosis in the absence of burrows and with 
the atypical distribution of lesions. It was decided to 
treat patients and nurses for scabies, and indeed there 
was a Satisfactory response to paintings with emulsion 
of benzyl benzoate. 


During October other cases occurred in these two 
wards, the total affected being 12 ward patients, 17 
nurses, 1 ward maid, and 2 medical staff. By this time 
three cases had been seen with typical scabious burrows 
in which the acarus was found. 


Thus we were confronted with an explosive outbreak 
of scabies confined to two wards, where both patients 
and nurses were affected, and in which most of the cases 
were atypical. At this point Dr. W. Freudenthal drew 
our attention to a similar puzzling epidemic of highly 
infectious scabies that had occurred at Breslau in 1927 
(Hahn, 1928), where the source of infection was eventu- 
ally found to be a case of Norwegian scabies that had 
not at first been recognized. In looking for a case of 
this kind we remembered a woman with a scaling der- 
matosis in which the diagnosis was uncertain. She had 
been in the dermatological ward from August 31 till 
October 18, 1950, when she had been transferred to a 
ward for chronic sick at St. Pancras Hospital. This 
patient was re-examined and was found to be swarming 
with scabies mites, the scaling and density of parasiti- 


zation fitting the picture of mild Norwegian scabies. 


Within the next few days several old ladies in the 
ward at St. Pancras Hospital complained of itching. 
They were found.to have scratched papules on the waist, 
thighs, and buttocks, and a few had lesions on the arms, 
but burrows were not seen. Nurses were found to be 
affected with extremely itchy papules on the arms. 
When the source’of infection had been removed, no 
fresh cases .appeared among the. nursing staff, but 
during the next two months further cases gradually 
incubated among the patients in that ward. In fact, 


every patient who had been in the ward at the time 
when the case of Norwegian scabies was untreated be- 
came infected. The total was 24 ward patients, 10 
nurses, and | ward maid. Burrows were found in two 
of the cases that had incubated scabies very slowly, but 
the rest were atypical and showed no wrepriice or lesions 
of Wrists and : 
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NORWEGIAN SCABIES: 


Throughout the epidemic in the two hospitals one 
was struck by the different distribution of lesions in 
nurses and bed patients. The nurses were affected on 
the arms, while the patients.showed lesions on the waist, 
buttocks, and thighs. Many of the patients had no 
direct contact with the source of infection, and it seems 
probable that nurses picked up infected scales on the 
arms and transferred mites to other —— in the 
proper. of lifting and turning them. 


Case Report 
A married woman aged 67 was admitted to University 


‘College Hospital on August 31, 1950, with a widespread 


scaling dermatosis. The rash started two years before admis- 
sion, with blisters and cracks on the hands. Itching had 
spread over the body, and generalized scaling had been 
present for at least a year. She gave a history of having 
been in contact with scabies three or four years earlier, 
but treatment had not been carried out on account 
of other illnesses. She had suffered from rheumatoid 
arthritis for over 30 years. In 1930 a hysterectomy was 
done, since when there had been abdominal pains, loss of 
weight, and depression. For the past two years she had 
been confined to bed on account of her skin condition. 

Examination revealed an emaciated old woman with 
deformity of the joints of the wrists, knees, elbows, and 
fingers from old rheumatoid arthritis, Her weight was 
75 Ib. (34.5 kg.). She was extremely depressed and miser- 
able, and complained of itching and of a feeling of water 
running over the body. There were dusky redness and 
slight infiltration of the skin of the lower part of the trunk 
and buttocks, with fairly profuse scaling. Scaling of the 
scalp, ears, and neck was present, and the scalp hair was 
sparse. The hands showed patches of dry crusting, and 
there was a heaping up of horny debris under some of the 
nail plates. The lymph nodes in axillae and groins were 
enlarged but painless, and the liver was palpable. Examina- 
tion of the blood showed: haemoglobin, 76% ; red cells, 
3,700,000 per c.mm.; white cells, 12,000 per c.mm. (poly- 
morphs 45.4%, lymphocytes 13%, monocytes 2.5%, eosino- 
phils 39%); Wassermann reaction, negative; serum albu- 
min 3.1%, serum globulin 4.2%. : 

The condition was thought to be a seborrhoeic dermatitis 
or possibly a reticulosis. The patient refused to allow a 
biopsy of skin or gland to be done, and the correct diagnosis 
was not made until a search for a scabies carrier was made. 

‘Scales from all parts of the body and from the scalp, and 
horny material from under the finger-nails, were found to 
contain numerous mites, eggs, larvae, and nymphs. There 
were no burrows, vesicles, or pustules, Mr. G. Owen Evans 
examined material from this case at the Department of 
Zoology, British Museum, and reported: “ These mites are 
morphologically indistinguishable from Sarcoptes scabiei 
var. hominis.” _ 

Treatment was started on October 24. A daily warm 
bath was given, followed by the application of equal parts 
of ung. sulphur. (B.P.) and ung. balsam. peruv. (B.P.C.). 
The scalp was treated with a lotion consisting of mesulphen 
25 parts, arachis oil:25 parts, and lime water 50 parts. 

Within three weeks there was marked improvement. The 
scaling disappeared and the skin gradually returned to 
normal. There was some gain in weight and an improve- 
ment in mental attitude. The lymph nodes became smaller 
and the eosinophilia disappeared. After two months the 
patient was able to walk and her. mentality was much 
improved. Beale.» hair had grown well, and the skin was 
normal apart from pigmentation. 


Norwegian scabies (scabies crustosa) is a very rare form 


of scabies, first described by Danielssen and Boeck (1848) 


in Norway. Occasional cases have been reported from all 


over the world, but very few have been seen in 
Beatty (1913, 1915) recorded two cases in Ireland. Dowling 
(1930) presented a case at the Royal Society- of Medicine 
in London. Calnan (1950) recently. recorded four cases in 
mongols in a hospital for mental defectives. H. J. Wallace 
(1950, personal communication) recognized two cases. in 
mongols in a colony for mental defectives, Ingram (1951) 
describes a case that had-given rise to a ward epidemic of 
scabies. 

The clinical picture of Norwegian scabies is entirely 
different from that of ordinary scabies. The extent and 
distribution of lesions are variable, but in a well-developed 
case there is widespread scaling with dusky redness and 


some infiltration of the skin. These changes are most | 


marked over the lower part of the trunk, the limbs being 
less affected except at the extremities, where the most 


characteristic lesions are seen. There is great heaping up 
‘the 


of horn on the hands and fingers and sometimes on 


feet ; and this dirty hyperkeratosis and crusting is adherent, 


and ‘has been likened to pumice-stone.. Over the joints of 
the fingers and creases of the hands there are deep fissures 
in the horny crust, and horny debris accumulates under the 
nail plates. Scaling may extend on to the neck, face, and 
scalp, where the hair may be greatly thinned. In some 
cases very thick crusted plaques have been present-on the 
body. 

Skin sections show the thickened horny layer to be 
galleried by the mites in various stages of development or, 
as Boeck puts it, “C’est un petit monde, une génération 
sur une autre.” The Malpighian layer of the epidermis is 
also thickened and there is usually a chronic inflammatory 
reaction in the dermis. 

The lymph nodes are and there is a blood eosino- 
philia of the order of 10% to 35%. Itching is not a 
constant symptom. 

The condition has often escaped diagnosis for several 
years, being mistaken for seborrhoeic dermatitis, atypical 
psoriasis, or generalized erythrodermia of reticulosis. The 
diagnosis depends upon finding numerous mites with ova, 
larvae, and nymphs in crusts and scales from all over the 
body. There may be no burrows or vesicles. 

The next point about this extraordinary. form of scabies 
is its great contagiousness. Slight contact with the patient, 
as in nursing or medical examination, is enough to pick 
up mites. In describing a case of Norwegian scabies it is 
usual for the dermatologist to confess to having been 
infected from his patient before making the correct diag- 
nosis, and I am no exception. 

Cases of Norwegian scabies have been the source of 


several hospital epidemics. Hahn (1928) recounts an experi-. 


ence identical with our own. Merklen et al. (1948) describe 
an epidemic of itching in which 25 ward patients, all the 
nurses and internists connected with the ward, and six out 
of ten externists were affected. Pailheret (1935) also 
describes a hospital epidemic of atypical scabies from a 


similar source. Zoon and Mali (1949) record five cases of - 


crusted scabies, from some of which patients and staff were 
infected, but here ordinary scabies developed ; and in the 
hospital epidemics described by Dubreuilh and ‘Sainte-Marie 


(1924), Gaté et al. (1936), Golay (1940), Hissard et al. (1949),. 


and Ingram (1951), while the Pac contagiousness of 
Norwegian scabies is stressed, the secondary cases were 
typical of ordinary scabies... 

The extraordinary parasitization of the skin in Norwegian 
scabies is comparable to the state of affairs in sarcoptic mange 
of animals, and it is not surprising that at one time these 
cases were thought to be of animal origin. The great 
infectivity and the atypicality of contact cases might lend 
further support to this view. However, the mites in 
Norwegian scabies are morphologically Sarcoptes scabiei 
var. hominis, and the evolution of Norwegian scabies from 
ordinary scabies has often been recorded. Although con- 
tact cases may be atypical, the infection persists if un- 
treated, unlike animal scabies in the homan, and eyentn- 
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ally burrows will be found in some of them. The burrow 
is never formed by animal varieties of scabies during their 
transient infestation of man. 

It is almost unknown for Norwegian scabies to occur in 
the physically or mentally normal subject. Severe mal- 
nutrition, vitamin deficiency, and debilitating disease have 
been considered as contributory factors. Backhouse (1929) 
investigated endemic scabies among natives of New Guinea, 
and found severe crusted forms with massive infestation in 
those debilitated by dysentery, tuberculosis, and chronic beri- 
beri. On the other hand, the four mongols described by 
Calnan (1950) and the two, seen by H. J. Wallace (1950, 
personal communication) were not undernourished and were 
in’ a reasonably good state of general health. Calnan 
emphasized the absence of itching in his cases, and it 
seems probable that a failure to scratch effectively is the 
main factor in the evolution of this type of case. Organic 


apathy associated with malnutrition may each in its own 
way allow the parasite to go unchecked by scratching. 
Zoon and Mali (1949) drew attention to nervous disease 
in their cases of Norwegian scabies, one of which had senile 
dementia, another had severe debility, another was an 
imbecile, and a fourth had taboparesis. Syringomyelia was 
present in the cases described by Hahn (1928) and by 
Prakken and van Vloten (1949). Mellanby (1943) points 
out that the number of mites in the average case of human 
a is quite small and that scratching serves to keep it 
wn. 

In the absence of scratching there is unrestricted multi- 

plication of the mites in the horny layer of the skin. There 
follows a chronic inflammatory reaction and the horny layer 
in particular is thickened. Lymph nodes draining the 
affected skin are enlarged and the general reaction of the 
host is indicated by the eosinophilia and by the high titre 
of transferable antibodies to extracts from the scabious 
scales (Prakken and van Vloten, 1949). 
It seems possible that the unrestricted increase of the mites 
in the thickened horny layer may lead to a temporary change 
of biological habit, so that the egg-laying female mite no 
longer forms a discrete burrow in a case such as ours, nor 
does she do so in contact cases for some generations. 


Summary 
Sixty-seven cases of scabies, mostly atypical, occurred 
among patients and nursing staff of two hospitals. 
The epidemic was traced to a case of Norwegian 
scabies, which is described. 
This rare variant of ordinary human scabies is 
discussed with reference to the factors favouring such 
massive infestation and great infectivity. 
I wish to express my thanks to Dr. W. N. Goldsmith for per- 


mission to Qublish. Gis cose and for his vajuable help in the 
preparation of this paper. 
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nervous disease, mental defect, psychotic depression, or the 


OVARIAN DYSFUNCTION 
AND HEPATOCHOLECYSTOPATHY 
_ IN ASSOCIATION WITH 
RETRODISPLACEMENT OF THE UTERUS 
N. C. LOUROS, M.D. 


AND 


N. M. KAIRIS, M.D. 
(From the Department of Obstetrics and Gynaecology, 
Athens University) 


We wish here to draw attention to the well-known con- 
dition of displacement of the uterus with which men- 
strual disorders such as amenorrhoea, dysmenorrhoea, 
menorrhagia, metrorrhagia, etc., coexist, and with which 
not infrequently a cystic follicle and/or a cystic corpus 
luteum as well as a polycystic ovary may be associated. 
This primary displacement of the uterus, which very 
often may be due to endocrine deficiency (pituitary, 
suprarenal, thyroid) and resultant infantilism, may partly 
explain the menstrual disorders, as both have a common 
origin. 

The anteverted and/or anteflexed infantile uterus may 
respond more or less favourably to treatment with 
oestrogens, as their hyperdemic action, which can be 
combined with dilatation of the cervix, results in many 
cases in a decrease of the dysmenorrhoeal symptoms. 
Sometimes this may-be followed even by pregnancy. 
Cystic follicles, on the other hand, may also often dis- 
appear after short-wave diathermy. Repeated failure, 
however, of the various methods of treatment will 
seriously embarrass the gynaecologist, who may, as a 
result, try a series of pointless endocrinotherapeutic 
experiments. 


Advantages of Ventrofixation 
The retroflexed and/or retroverted uterus, either primary 


_or secondary, represents, on the contrary, a very different 


condition, and therefore permits of a different treatment, as 
by ventrofixation it is possible to correct the abnormal 
position of the uterus. As is well known, this retrodisplace- 
ment causes a persistent backache and lower abdominal 
pains—symptoms which, we think, are a clear indication 
for ventrofixation. In our department, Bumm’s modification 
of Doléris’s method is used as a rule in these cases. This 
operation consists in suturing both the round ligaments—not 
together, but behind the rectus muscles, according to their 
natural topography, in almost the same way as in Gilliam’s 
operation—following with suture of the vesico-uterine fold 
at the rear surface of the uterus. 

This last modification has three main advantages : (a) By 
its use it is possible to correct retroflexion, which cannot be 
achieved by ventrofixation of the round ligaments alone. 
(b) By a suitable setting of the sutures both tubes can be 
put in their normal position, and thus tubal patency is often . 
re-established. (c) It closes up the ceatral vesico-uterine hole 
which is formed between the ventrofixed round ligaments, 
the abdominal wall, and the uterus, thus eliminating the 
danger of a volvulus. For the same p we further 
modified this kind of suture by also closing the two lateral 
holes which are formed by the ventrofixed round ligaments 
with the above suture of the vesico-uterine fold. 

Ventrofixation also allows, where cystic follicles, cystic 
corpora lutea, or a polycystic ovary are present, either punc- 
ture or removal. if necessary. Polycystic ovaries, in our 
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opinion, cannot result from an operation on the ovaries, as 
has been contended in the past, but must be attributed rather 
to an endocrine deficiency. 

The experience of supporters of the operative method is, 
we think, that, besides relief of backache and abdominal 
pains and the favourable effect on a possible existing sterility, 
ventrofixation also often restores menstruation to normal 
without further treatment. 

On the contrary, treatment with oestrogens rinitieaile will 
fail repeatedly if not applied after ventrofixation, so that 
this condition may be compared to that of a car with a 
defective transmission system which one tries to put in motion 


simply by supplying it with petrol. We therefore became . 


rather dogmatic in supporting the view that in cases of retro- 
displacement any kind of treatment with oestrogens before 
re-establishment of normal anatomical conditions is quite 
pointless. Even in cases in which ventrofixation fails of 
itself to correct periods, the re-establishment of normal 
anatomical conditions is essential for effective treatment with 
oestrogens, which would otherwise be harmful, as massive 


doses of oestrogens may produce polycystic ovaries, cystic 


follicles, metropathia, mastopathy, and other cyclic 
syndromes. 

Qur long experience, based on a considerable number of 
patients, has resulted in ventrofixation being performed -ia 
our department as a rule in all cases of retrodisplacement 
which present menstrual disorders. — 

Method of Action 

We will try now to make clear how, in our opinion, this 
procedure helps in the re-establishment of menstrual periods. 

Endocrine deficiency, and resultant infantilism, may in 
some cases be the cause of either primary displacement of 
the uterus or secondarily occurring menstrual disorders. The 
fact that ventrofixation alone will often restore periods to 
normal indicates, in our opinion, that the main cause lies 
rather in retrodisplacement itself than in endocrine deficiency 
and resultant infantilism, particularly since in many cases 
menstrual disorders appear only after retrodisplacement has 
occurred. We must also emphasize the fact that cystic 
ovaries, cystic follicles, and cystic corpora lutea, as also 
metropathia, mastopathy, and cyclic syndromes, are quite 
common where there is a retrodisplacement, whereas under 
normal topographical conditions they seldom occur. These 
facts make the contribution of tetrodisplacement in the 
production of menstrual disorders fairly evident, and the 
question now arises: What is the mechanism of this 
phenomenon ? 

The bad conditions of blood supply met with. as a rule 
in retrodisplacement might be responsible for the menstrual 
disorders. In fact, a menorrhagia can be explained by blood 
congestion. Bad conditions of blood supply may also affect 
the ovaries and result in the deficient excretion of oestrogens. 
On the other hand, the importance of the vasomotor factor 
and the connexion between acetylcholine and cholinesterase, 
as well as the vasoconstrictive properties of neostigmine, are 
already known in cases of amenorrhoea. 

Nevertheless, the above interpretations. cannot entirely 
cover the possible origin of this phenomenon and therefore 
cannot withstand criticism. ; 


Two Important Points 

There are, however, two other points which may play an 
important part in the possible mechanism. 
, 1. In many cases of retrodisplacement with menstrual dis- 
orders we have noticed rather marked symptoms of dys- 
function of the liver and the bile—symptoms which disap- 
peared after ventrofixation ; on the other hand, dysfunction 
of the liver and the biliary system often coexists with retro- 
displacement. We therefore think that a correlation between 
these two conditions is very possible, so that one might go 
even so far as to support the view that possibly dysfunction 
of the liver and the biliary system is more often met among 
women owing to this very correlation. — 


The detection’ of this dysfunction may not. always be 


possible, as in these cases the various laboratory tests are 


chiefly negative, in spite of other evident clinical symptoms. 
This is shown clearly in the laboratory investigations of our 
associate Professor Triantafyllopoulo. The usual symptoms 
of this dysfunction are dislike of fats, a heavy stomach, parti- 


cularly after intake of eggs and chocolate, a feeling of tired-. 


ness, frequent yawning, sometimes a’ jaundiced colour, indi- 
gestion, chronic constipation, and tenderness of the liver 
area. These symptoms caused by retrodisplacement coexist 
with, and may be confused with, backache, abdominal pains, 


menstrual disorders, and symptoms due’ to a disordered 


vegetative nervous sys such as dizziness, headache, 
gravel, nausea, frequency of micturition, itching, etc. They, 
however, are also very characteristic of a hiepatogenic syn- 
drome described: by Huet and his associates. 

“2. There is a connexion between the above clinical picture. 
and the now, thanks to Zondek, well-known fact that both 
the liver and the bile are the main’ regulating agents in the 
supply of oestrogens ; also that a dysfunction of the liver 
and bile may be accompanied by a hypersecretion of oestro- 
—s fact which can explain the menstrual disorders in 

ese cases. 


Thus, where hepatocholecystopathy coexists with men- 


strual disorders, one might per ified in suspecting 
ut 


retrodisplacement as the main factor ; this is not always 


so. In a great number of cases retrodisplacement, by pressing 


the bowel, may cause symptomatic chronic constipation, 
which can lead to indigestion and 


thus affecting the normal excretion of oestrogens and seri 


sequently resulting in menstrual — 


Discussion 
ported by the following data: - 


(a) Menstrual disorders coexisting with retrodisplacement 
can be attributed, in our opinion, to endocrine deficiency and 
resultant infantilism only when, after ventrofixation, men- 


strual periods are not restored to normal. In this case the 


hepatogenic syndrome is. generally absent and endometrial 
biopsy may reveal either proliferative or secretive deficiency, 


as well as metropathia followed by a hypersecretion of: 


oestrogens. A quantitative study, however, of the oestrogens 
has no real value in this case. Endometrial biopsy may same- 
times also reveal an anovulatory cycle. In all these cases 


ventrofixation assists greatly in an effective treatment with” 


oestrogens, which should follow ventrofixation. 

(b) Where retrodisplacement is not associated with the 
hepatogenic syndrome and ventrofixation itself restores the. 
periods to normal, menstrual disorders cannot be attributed 
to endocrine deficiency with resultant infantilism, but may 


be due either to bad conditions of blood supply or to hepato- - 


cholecystopathy. In the former case the content.of oestro- 
gens is about normal, and mostly neither metropathia nor 
mastopathy is present. In the latter case the content of 
oestrogens is above normal, and often metropathia and/or 
mastopathy are present, whereas the various tests of the 
function of the liver and bile may be either positive or 
negative, although the corresponding clinical symptoms -are 
evident. The hepatic origin is rather clear, we think, 

after ventrofixation both liver and bile symptoms as well as 
menstrual disorders disappear. 

(c) Where primary or secondary retrodisplacement is not 
associated with the: hepatogenic syndrome, endometrial 
biopsy may reveal nothing at all. In such cases menstrual 
disorders can be attributed to bad conditions of blood supply 
disorders can be attributed to bad conditions of blood 


supply. 

(d) Where a secondary retrodisplacement is not evidently 
associated with the hepatogenic syndrome, menstrual dis- 
orders can be attributed to metropathia confirmed by endo- 
metrial biopsy, which, however, disappears spontaneously 
after ventrofixation. In such cases menstrual disorders may 
also be due to a latent hepatogenic syndrome detectable 
neither clinically nor by laboratory tests. - 
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(e) The. various laboratory methods for detecting the 
function of the liver and bile can be either positive or nega- 
tive in the presence of the hepatogenic syndrome, and they 
may or may not correspond to the clinical picture, which also 
may or may not be quite evident. _ 

(f) In cases where the above laboratory tests are positive, 
they may become negative after ventrofixation. 

(g) Where a retrodisplacement is associated with a hepato- 


genic syndrome clinically evident and proved by laboratory © 


tests, mastopathy may often be present, the content of oestro- 
gens is usually above normal, and endometrial biopsy mainly 
reveals metropathia. These conditions disappear in most 
cases after ventrofixation with no additional treatment. 

(A) In our experience the incidence of retrodisplacement is 
ond high among patients suffering from hepatocholecysto- 

() The hepatogenic syndrome may or may not be associ- 
ated with retrodisplacement, and vice versa ; also, retrodis- 
placement, as known, does not necessarily always cause back- 
ache, lower abdominal pains, and menstrual disorders. 


Retrodisplacement may very often cause the hepato- 
genic syndrome, Ventrofixation will in most cases cure 
‘the hepatogenic syndrome if this is due only to retro- 
displacement. If retrodisplacement is .not associated 
with the hepatogenic syndrome ventrofixation alone will 
either restore periods to normal or assist in the subse- 
quent treatment with oestrogens. 

Clinical symptoms are to our knowledge more demon- 
strative than laboratory tests, which, besides endometrial 
biopsy, cannot safely assist the diagnosis. 
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Wien. 


What is the cost of living like in New York? The New 
York State Department. of Labor, in its monthly news 
magazine, Industrial Bulletin, for March, 1952, explains how 
it makes an annual calculation of what a working girl needs 
to live, in order to fix minimum wages in eight industries 
which employ women. Weekly costs are given for Septem- 
ber, 1951, and. have risen a little since. They are quoted 
here in dollars, with the approximate English values, at 
$2.80 equal to £1, in brackets afterwards. The avetage 
New York working woman needs a minimum of $45 (£16) 
a week, of which $6.3 (£2 5s.) goes at once in Federal and 
State income-tax. Housing, including fuel and light, 
accounts for $4 and food for $8 (£1 8s. 6d. and £2 17s. 
respectively), and she is allowed five lunches away from 
home a week at 68-cents (4s. 10d.) each. She must. allow 
$1.80 (12s. 10d.) a week for medical care ; she spends $6.9 
(£2 9s. 2d.) a week on clothes, and will starve herself rather 
than spend less, and she has $3.2 (£1 2s. 8d.) for leisure- 
time activities and amusements. The noteworthy things in 
this budget are the high rate of income tax, which takes 
14% of her wage, and the enormous amounts spent on 
clothes and entertainment, which total over 22%. of her 
eartiings: The cost of medical care seems to be ee 
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, HAEMOGLOBINURIA IN A CASE OF 


S. N. DE, PhD. M.B., D.T.M. 
Professor of Pathology 


SENGUPTA, MLB. 
Curator, Pathological Museum 


AND 
N. N. CHANDA, M.B. 
Demonstrator of Pathology 


Supemane of Pathology, Nilratan Sarkar Medical College, 
Calcutta 


While studying the ‘kidney changes and urinary thine: 
malities in cholera in order to evaluate the role of 
cortical ischaemia observed by some of us in experi- 
mental animals injected with cholera toxin (De, Sarkar, 
and Tribedi, 1950, 1951) and in human cholera (De and 
Sengupta, 1951), we stumbled on a sample of urine with 
typical port-wine colour. We became interested in the 
case and carried out certain laboratory investigations, 
which are recorded below along with the available 
clinical_notes. 
Case Report 


A man aged 30 was admitted at 8 a.m. on March 4, 1952, 
with a history of frequent painless motions since 2 a.m. 
and one bout of vomiting. He had a dry tongue, a husky 
voice, severe dehydration, and an imperceptible pulse ; his 
respirations were 26 a minute, and his rectal and axillary 
temperatures were 99° F. (37.2° C.) and 96° F. (35.6° C.), 
respectively. 

The blood showed: haemoglobin, 70% (Sahli-Adams), or 
9.9 g.% ; red cells, 4,100,000 per c.mm.; white cells, 8,400 
per c.mm.; no premature cell or malaria parasite ; packed 
cell volume, 36% ; mean corpuscular volume, 88 »’, mean 
corpuscular diameter, 6.8 «, mean corpuscular average thick- 
ness, 2.42 »; van den Bergh reaction of the serum, direct 
negative with indirect positive ; total bilirubin, 1.17 mg. per 
100 ml.; one-minute bilirubin, nil; plasma haemoglobin, 
182 mg. per 100 ml. (measured with the help of photo- 
electric colorimeter); spectroscopic examination of plasma 
revealed absorption bands of oxyhaemoglobin (at 5,780 » 
and 5,400 ); osmotic fragility of erythrocytes, haemolysis 
started at 0.46%, was completed at 0.28% (Sanford tech- 
nique); mean corpuscular. fragility, 0.33%; effect of 
mechanical trauma, no lysis after 20 minutes’ exposure 
of the washed red cells in a Kahn shaker (92 shakes a 
Minute). The urine was first passed at 2 p.m.; port-wine - 
colour; acid reaction, albumin +++; red blood cell 
-++++; hyaline cast +. The supernatant fraction of 
the freshly voided centrifuged sample showed absorption 
bands of methaemoglobin (at 6,300 », 5,780 »;, 5,400 », 


- and 5,000 »).and was positive to chemical test for blood. 


Stools had the appearance of rice-water; culture showed 
pure growth of Ogawa strain of Vibrio cholerae. The 
8-hours and 72-hours broth culture of the strain were both 
non-haemolytic to human and sheep red cells. 

Second Day.—The blood showed: haemoglobin, 74%, 
or- 10.4 g.%; red cells, 4,780,000; reticulocytes, 0.9% ; , 
van den Bergh reaction, same as the first day; plasma bili- 
rubin, 1.77 mg. per 100 ml. ; plasma haemoglobin, nil ; 
test for cold. agglutinin, negative. The urine passed 
amounted to 528 ml. in 24 hours, with a specific gravity 


of 1016, and deep yellowish colour; acid reaction, albu- 
min, +++ ; red- blood-cells, +++ ; granular casts,, + ; 
test for blood: in the supernatant fraction .of the centri- 
fuged deposit was negative. Stools were five in ee 
liquid, and slightly coloured with bile. sues 


- 
{ - 
\ 
‘> 
MEDIC. AL 
. 
by, 
q 
4 
| 
d 
43 
SE 
~~ 
7 
— 
4 
a : 
- 


wee 


TMS Te 


Tbas 


“teem 


Jury 5, 1952 


CASE OF CHOLERA 


The number and character of the stools improved -from 


the: next day. Haemoglobin percentage, plasma bilirubin, 


and urinary volume came down gradually, while the reticulo- 


cyte count never exceeded 1.04%. Albumin, red blood cells, - 


and casts in the urine persisted throughout. The patient 
became restless and dyspnoeic with a blood non-protein 
nitrogen of 106 mg. per 100 ml. before he died on the 
tenth morning. Intravenous infusion of hypertonic saline 
was given on the first day and normal saline for the next 
two days. He was also given intravenous glucose, sodium 
bicarbonate, and vitamin C every day. Sulphaguanidine 
was continued up to the fourth day of illness. 

After death the left kidney was removed by a lumbar 
incision because full necropsy Was not permitted. The 
pathological findings will be communicated later along with 
those of other cholera kidneys. It may, however, be noted 


tubules. 
Discussion — 

The presence of oxyhaemoglobin in heparinized plasma, 
of methaemoglobin in the supernatant fraction of the 
centrifugalized urine, a high urobilinogen content of the 
urine, and a raised bilirubin content of the serum, together 
with direct negative and indirect positive van den Bergh 
reaction, provides ample evidence of the occurrence of con- 
siderable intravascular haemolysis in this case. The haemo- 
globin content of the plasma on the first day was 182 mg. 
per 100 ml., which was well above the renal threshold (135 
mg. per 100 ml.) for haemoglobin (Gilligan ef al., 1941), 
and accounts for the leakage of haemoglobin, with conse- 
quent port-wine colour in the urine. It is significant that 
in our case no evidence of reticulocytosis was seen in spite 
of the preceding haemolytic precess. Evidence of erythro- 
blastic change in the bone marrow was not found by 
Chatterjee (1947) in cholera, and this may account for the 
absence of reticulocytosis. Acute anhydraemia, which pre- 
vails in cholera, is not by itself enough to depress erythro- 
blastic activity as has been shown in rabbits by Cooray 
and De (1949). When all these points are taken into con- 
sideration, the role of absorbed cholera toxin in the inhibi- 
tion of post-haemolytic reticulocyte response in this case 
becomes obvious. 

The diagnosis of algid malaria followed by blackwater 


' fever was considered. The isolation of agglutinable cholera 


vibrios from the typical stool left no doubt about the diag- 
nosis of cholera, while absence of a history of febrile 
attacks, of residence ‘in a hyperendemic area, of palpable 
spleen, and of parasites in the blood was thought to rule 
out blackwater fever. Besides, cold agglutinin, which has 
been demonstrated in cases of blackwater fever (Oliver- 
Gonzales, 1944; De, Sengupta, et al., 1951), was not found 
in this instance. 

Rogers (1921) observed. slight haemolysis of the serum 
in some severe cases of cholera, but he recorded no haemo- 
globinuria. A high. icterus index has been reported in 
cholera by Awny (1948), but no other evidence of haemo- 
lysis was noted. Manson-Bahr (1950) mentions jaundice 
as a complication of cholera, though the type and nature 
of the jaundice are not specified. These observations are 


_ suggestive of the presence of haemolysis in cholera, although 


its significance has not been stressed and the occurrence of 
haemoglobinuria is but a question of degree. 

Acidosis and dehydration become the first suspect when 
investigating the cause of such a haemolytic process in 
cholera. Smith and Evans. (1943) claimed that alteration 
of pH of the blood might be concerned in intravascular 
haemolysis. Harkins and Hastings (1931), however, recorded 
no evidence of haemolysis even when the pH of the blood 
was experimentally reduced to 6.12. Maegraith (1948) 
stressed the extremes of acidity necessary to disturb the 
buffering effect of the plasma sufficiently to alter the pH 
of the blood in vivo for any length -of time. Liu et al. 
(1933) found the pH of the blood in cholera to be only 
7.27 in the acute stage and 7.45.during convalescence. In 


‘the light of the above observations’ such minor‘alteration in 


pH can hardly be held responsible for intravascular haemo- 
lysis in cholera. Regarding the role of dehydration, it has 
been clearly demonstrated by Cooray and De (1949) ‘that 


-acute severe anhydraemia maintained in rabbits t-r more 


than 10 hours does not in any way alter the morphology 
or fragility of the red cells, nor is there any evidence of 
liberation of haemoglobin in the plasma. In ‘a correspond- 
ing manner no significant change in erythrocyte fragility or 
morphology could be detected in the present case to account 
for the observed haemolysis. Rogers (1921) attributed the 


‘haemolysis to hypochloraemia in cholera, but in his worst 


cases the plasma chloride was no less than 06%. In 
osmotic fragility tests for erythrocytes, haemolysis in vitro 
does not normally start above 0.46% sodium chloride solu- 
tion. With the additional proteetive effect of the plasma 
in vivo, even 0.6% chloride cannot be regarded as low 


. enough to bring about haemolysis of the cells. Reports 


of haemolysis following administration of sulphonamides 
to sensitive patients have been numerous (see Wintrobe, 
1946). In the present case haemoglobinaemia and haem6- 
globinuria disappeared on the second day of the disease, 
while the sulphaguanidine was continued till the fourth day. 
The role of abnormal sensitivity to sulphonamide com- 
pounds can therefore be excluded in. this case. 


Lastly, one is left wondering if the cholera vibrios can 


be held responsible for bringing about the haemolytic pro- 


cess. A lot of work has been done in test-tubes, and 
bacteriologists have good reason to believe that true cholera 


_vibrios are non-haemolytic. But in the light of more recent 


investigations such an opinion may have to be’ revised. 


' Goyle’s (1939). work indicates that the optimum time for 


demonstration of haemolysin may vary with different 
vibrios and different strains. A failure to detect’ haemo- 
lysis in the routine three-days culture cannot therefore rule 
out haemolytic activity of a vibrio. Several strains of true 
cholera vibrio have been found to produce haemolysin, 


which was demonstrable in eight hours’ culture but which — 


disappeared on 24 hours’ incubation (Doorenbos,. 1936a). 
Stone (1947) showed that an enzyme of V. cholerae rendered 
the red cells susceptible to lysis. Bernard and his co-workers 
(1939a) were able to extract a haemolysin from a five-days 
broth culture of true cholera vibrios. Bernard et al, (1939b) 
have advanced the hypothesis that one and the same haemo- 
lysin is common in both El Tor vibrios and true -cholera 
vibrios, although their in vivo haemolytic activity may be 
different. Doorenbos (1936b) found a strain of V. cholerae 
whose haemolytic action was intermediate between the above 


two. 


Manson-Bahr (1950) aoted that El Tor strains may be 
true cholera vibrios contaminated with bacterio ; the 
phage lyses the vibrios, liberating their content o: endo- 
haemolysin. More conclusive evidence in’ aevote. of the 
production of haemolysin by the true cholera vibrio has 
been adduced by Vassiliadis. (1937), who has shown that it 
can give rise to an antihaemolysin which completely 
neutralizes the haemolytic effect of the El Tor strains. 
The strain isolated from the present case apparently 
showed no haemolytic action in vitro, but, as noted above, 
this does not rule out its ability to produce haemolysin. 
Unfortunately, the stools of this case were not examined 
for evidence of any haemolysin which may be liberated by 
the disintegration of the cholera vibrios in the intestine. We 
are, however, collecting convincing evidence that samples 
of stool from other cholera cases showing pure growth of 
V. cholerae do contain a thermolabile agent which can lyse 
human red cells, 


The present investigation leads one to suspect that cholera 
cases in general may be associated with variable degrees of 
intravascular haemolysis. Materials from further cases are 
being studied in this laboratory. The role of cholera toxin 
in the.humati disease has been debatable even to this da sy. 
and occurrence of haemolysis indicates that endohaemol 


a bacterial product, is liberated and is absorbed into the 
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circulation, so that the clinical picture is not the simple 
effect of fluid loss. The question of haemolytic power of 
vibrios has so long remained an academic luxury of the 
laboratory man. It will now justify more fully the atten- 
tion it has received, and will excite an equal if not a greater 
interest in the clinician. _. 


Summary and Conclusion 


The occurrence of haemoglobinuria, haemoglobin- 
aemia, and hyperbilirubinaemia is described in a case of 
cholera in which the patient died later of post-choleric 
uraemia. The strain isolated from the stool was a typi- 
cal Vibrio cholerae (Ogawa type) with no evidence of 
haemolytic activity against sheep and human erythro- 
cyte in either the 8-hours or the 72-hours culture. The 
Possible roles of anhydraemia and acidosis, of altera- 


tions in the red blood corpuscles, and of sulphonamides . 


in bringing about the intravascular haemolysis are 
discussed. It is suggested that endohaemolysin of 
V. cholerae is absorbed into the circulation and brings 
about the destruction of red blood cells. 

Our thanks are due to Dr. A. K. Dutta Gupta, superintendent, 
for permission to publish the case, and to Dr. M. Ghose, Dr. K. 
Bhattacharyya, and Dr. H. Saha for their co-operation. 
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MASSIVE HAEMORRHAGE FROM THE 
ACUTE GASTRIC ULCER 


BY 


Vv. J. DOWNIE, DS.O., O.B.E., M.C. F.R.CS.Ed. 
Chief Assistant in Surgery, Barnet General Hospital ; 
Surgeon, Finchley Memorial Hospital 


In a proportion of cases of gastro-duodenal haemor- 
rhage submitted to laparotomy no ulcer can be detected 
after a thorough external examination of the stomach 
and duodenum. Three courses are open to the surgeon ; 
he can close the abdomen, he can open \ 2 stomach, 
or he can perform a wide gastric resection. Until 
recently I belonged to the first school of thought, believ- 
ing that an invisible and impalpable ulcer was an acute 
lesion which might be expected to heal under conserva- 
tive treatment. I was fortified in this belief by two cases 
in which the patients’ recovery after simple laparotomy 
had been uneventful. 

The following six cases, five of them occurring in 
rapid succession within a seven-weeks period, have 


driven home the lessons that an acute ulcer can kill in- 


spite of liberal transfusion, and that the lesion may be 
so small as to make its detection by a finger within 
the stomach extremely unlikely. These six patients 
had severe -and repeated haemorrhages, but in all of 
them careful examination of the stomach and duodenum 
with the lesser sac widely open failed to reveal any 
outward evidence of active ulceration. 


Case Reports 
Case I (Simple Laparotomy).—Mgs. A., aged 75. History 
of indigestion for many years. Presenting symptom was 
haematemesis. Died six days after operation from repeated 
massive haematemeses, and in spite of the transfusion of 


11 pints (6.3 litres) of blood. Necropsy revealed a shallow 


acute ulcer on the posterior wall of the body of the stomach. 


Case 2 (Billroth I Gastrectomy)—Mrs. B., aged 76. 
History of indigestion for seven years. Presenting symp- 
tom was melaena, followed later by haematemesis. The 
resected specimen contained a shallow acute ulcer on the 
lesser curve of the stomach: the ulcer was irregular in 
shape, about the area of a sixpence, and there was a small 
vessel, plugged with recent clot, in its base. The scar of 
a healed ulcer was visible on the posterior wall of the 
stomach. Her post-operative condition was good for three 
days, after which it rapidly deteriorated, and she died from 
peritonitis on the fifth day. The necropsy had certain 
features of interest, and the findings are discussed below. 

Case 3 (Polya-Hofmeister Gastrectomy).—Mr. C., aged 
71. No history of previous indigestion. Presenting symp- 
tom was melaena, followed later by haematemesis. The 
resected specimen contained a shallow ulcer high on the 
lesser curve. No open vessel could be seen and the ulcer 
was little more than an erosion. This patient had repeated 
severe melaena, and received 13 pints (7.4 litres) of stored 
blood in four days. Whilst awaiting his anaesthetic in the 
theatre he had a massive haematemesis of about 2 pints 
(1.14 litres), followed by a convulsion and profound collapse. 
He was revived by artificial respiration and forced trans- 
fusion by the anaesthetist (Dr. J. Rochford), and the opera- 
tion was begun as soon as the systolic pressure reachéd 90. 
It is clear that this patient was bleeding furiously from an 


acute ulcer, and that his only hope lay in urgent surgery. . 


He made an excellent recovery, but his convalescence was 
somewhat delayed by threatened disruption of the abdomi- 
nal wound. This complication was averted by conservative 
treatment with strapping. 

Case 4 (Polya-Hofmeister Gastrectomy).—Mrs. D., aged 
50. Two years’ history of indigestion, the last attack start- 
ing three days before admission. Presenting symptom was 
melaena, followed later by haematemesis. The resected 
specimen contained a shallow acute ulcer with an open 
vessel in its base. This patient had two attacks very 
suggestive of pulmonary embolism on her sixth post- 
operative day. She was treated with intravenous heparin, 
and her subsequent recovery was uneventful. 

Case 5 (Polya-Hofmeister Gastrectomy).—Miss. E., aged 
58. History of three months’ indigestion, last attack start- 
ing 24 hours before admission. ting symptom was 
haematemesis. The specimen contained 4 shallow acute 
ulcer with an open vessel in its base. Convalescence was 
uneventful, except for an infected haematoma of th: 
abdominal wound. 

Case 6 (Polya-Hofmeister Gastrectomy). —Mr. F., aged 
50. History of two years’ indigestion, last attack starting 
two weeks before admission. Presenting symptom was 
melaena, followed later by haematemesis. The specimen 
contained part of an acute ulcer high on the lesser curve ; 
the remainder of the ulcer had been crushed by a clamp 
and was included in the Hofmeister valve. Recovery was 
uneventful. 

Four of these six patients were admitted under the medi- 
cal care of Dr. G. Riddell Royston, and the other two (Cases 
4 and 5) were admitted under Dr. Bruce Williamson. Cases 
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2 and 3 were transferred from Finchley Memorial Hospital, 
where the operating theatre was temporarily out of 
commission. 
Discussion 

The post-mortem examination in Case 2 showed that 
there had been no attempt at healing of the gastro- 
duodenal anastomosis, which was surrounded by a band 
of necrosis 1 cm. wide, involving both the duodenum and 
the stomach. The actual leak was not at the anastomosis, 
but in the necrotic suture line which had closed off the 


redundant lesser curve moiety of the gastric incision. The © 


catgut sutures were easily identifiable and were intact. 
These findings were regarded as of some importance, and 


were thought to be related to the patient’s age and to the | 


fact that she had received 94 pints (5.4 litres) of stored 
blood. It is of interest that a similar case occurred recently 
in the same hospital. In this instance a man aged 61 under- 
went partial gastrectomy of the Polya type for gastro- 
duodenal haemorrhage. He had been desperately ill, and 
had received 12 pints (6.8 litres) of stored blood. General 
peritonitis supervened after the lapse of a few days, and a 
secondary operation revealed almost complete dehiscence of 
the anastomosis, which in this case had been fashioned 
with thread sutures. There was also some evidence of 
delayed healing, in the shape of threatened disruption of 
the wound, in Case 3. 

This aspect of the matter was discussed at length with 
Dr. Royston, and it was agreed that elderly patients should 
be submitted to operation as soon as their condition per- 
mitted, and before they had received the equivalent of a 
replacement transfusion of stored blood. The part which 
vitamin C plays in wound healing is not understood fully, 
but it may be of significance that Case 3 had received 7 g. 
of vitamin C (added to the pre-operative blood transfusion 
in the proportion of 1 g. to the pint), whereas Case 2 had 
received only 2 g. 

The knowledge that fatal haemorrhage can occur from 
a stomach which is outwardly unblemished does not absolve 
one from the duty of carrying out a careful laparotomy 
‘whenever the possibility of a lower lesion exists—for 
example, where there has been melaena but no haemat- 
emesis. The following case, operated on during the seven- 
weeks period mentioned above, is a bizarre reminder of the 
need for caution before proceeding to gastrectomy. 


_ Mrs. X, aged 64, was admitted under the care of 
Dr. Royston with clinical features suggesting either mild 
cholecystitis or appendicitis. Whilst under observation 
she had a massive melaena. At laparotomy the stomach 
and duodenum appeared normal, but a small mass could 
be felt in the ascending colon. The colon was full of 
blood, but there was none proximal to the ileo-caecal 
valve. The mass showed signs of recent inflammation, 
and was thought to be a solitary diverticulum, but, as 
carcinoma could not be excluded, right hemicolectomy 
was performed. Recovery was uneventful except for 
superficial thrombophlebitis of the left leg. Subsequent 
examination of the specimen showed that an inflamed 
solitary diverticulum consisting of mucous membrane and 
its muscularis had penetrated the main muscle coat, and 
had eroded a large artery lying immediately external to 
its deepest point. A post-operative barium enema showed 
no evidence of diverticulosis in the remaining colon. I 
cannot find any record of a similar case in the literature... 


Summary 


Six cases of massive haemorrhage from acute gastric . 


ulceration are described, together with a contrasting and 
unusual case of diverticulitis of the ascending colon. 

It is suggested, not without a qualm of misgiving at 
the extent of the operation as compared with that of 
the lesion, that wide gastric resection should be the 
operation of election, and that the interference with 


-wound healing which may follow massive transfusion of 


stored blood is an additional argument in favour of 
early operation on elderly patients. | 


I am grateful to Dr. Royston and Dr. Bruce Williamson for 
entrusting me with the surgical care of these patients, and to 
Dr. Ronald Welch for his reports on the necropsies.on Cases 1 
and 2, and his report on the histopathology of the colonic 
diverticulum. 


Medical Memoranda _ 


During the past 50 years there have been only a few reports 
of the occurrence of Norwegian, or crusted, scabies in 
English-speaking countries: in England Calnan (1950) 
described four cases seen in a mental defectives’ institute, 
Beatty (1913, 1915) saw two cases in Dublin, and two more 
have been reported in the American literature (Anderson and 
Stout, 1940; Sweitzer and Winer, 1941). It was first 
described by Danielssen and Boeck (1848) in leprous 


, | 


" patients, and has since been a subject much discussed by 


European dermatologists. I — saw the —— case. 


at the Royal Infirmary, Sheffie 
3 CaSE REPORT 


A railway plate-layer aged 55, of average intelligence and 


maintaining, from his appearance, a moderately high stan- 
dard of personal hygiene, complained of an eruption over 
the whole body of one month’s duration. Itching was only 
slight in degree, but 
was worse at night. 
He gave no previous 
history of any _ skin 
disease. He was liv- 
ing with a family of 
daughters and grand- 
children, and always 
slept by himself. The 
family have a cat, but 
he had oth€érwise no 
close contact with 
animals. 

On examination he 
showed bluish friable 
hyperkeratotic plaques 
on the fingers (see illus- 
tration), wrists, elbows, 
over the thyroid carti- 
lage, tips of the ears, 
buttocks, thighs, and iota of the feet. The axillary ‘folds 
were studded with large papules: Burrows were noticed on 
the penis and, on closer examination, also on the fingers and 
wrists. A live acarid was removed from one of the burrows 
and the diagnosis of scabies confirmed. The hyperkeratotic 
lesions were scraped with a curette and the scales examined 
microscopically ; these revealed large numbers of acarids of 
all sizes in a state of great activity and resembling in every 
way Mellanby’s pictures (1943). Physical examination, 
including detailed examination of the nervous system, 
showed no other abnormality: 

The routine treatment by baths and benzyl benzoate emul- 
sion for two days was prescribed, and 11 days later the 
patient’s skin was clear except for some residual hyper- 
keratosis of the soles, which responded in a few days to a 
5% salicylic acid ointment. A month later the skin was 
completely normal. At that time, some three months after 


Lesion on finger. 


the onset, there were still no reports of further cases in the 


family. 


The name. crusted scables Mors 
wegian scabies, but it may cause confusion by 
an impetiginous form of eruption. Histological reports in 
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previous papers refer to hyperkeratosis and parakeratosis 
rather than dried serum. The lesions in this case appeared 
to be friable hyperkeratoses to the naked eye. 

The clinical picture is undoubtedly due to the unusually 
large population of acarids, which must have been several 
thousands in this patient, compared with the average of 11.3 
found by Mellanby. Thee | are two possible explanations 
for this. 

1. The acarid differs in some ways from the usual one. 
Toomey (1922) was of the opinion that the disease was 
caused by Sarcoptes elephantiacus and was of animal origin. 
Examination in this case showed an acarid anatomically 
identical with Sarcoptes.scabiei hominis, but,.as Mellanby 
says, many animal acarids appear to be identical but have 
different habits. Calnan’s cases seem to have been intro- 
duced into a ward by a boy with crusted scabies, and, 
although three other cases occurred, the rest of the inmates 
developed the ordinary infection. At,the same time it must 
be admitted that the occurrence of four cases of this rare 
condition in one institution was unusual. Might it be that 
Sarcoptes scabiei hominis does on occasion develop new 
habits and that a crossed infection is therefore more likely 
to be shown clinically in this unusual form ? 

2. The patient himself is unusual in his response. 
(a) Owing to poor personal hygiene, meatal deficiency, etc., 
the acarids continue to reproduce unhindered. This does 
not appear to be the case here. (b) The usual method of 
removing the acarids by scratching is at fault owing to 
sensory loss or an unusually poor response to their presence. 
Mellanby has shown that it takes four or more weeks after 
burrows become visible for the itching to begin, and he is 
of the opinion that this is due to sensitization of the body 
‘to the acarids. It would seem possible that the cause of 
this unusual picture might be that the patient failed to 
become sensitized, failed to remove the acarids by scratch- 
ing, and therefore developed a population so great that the 
usual burrows were replaced by veritable warrens. 


‘I wish to thank Dr. H. R. Vickers, of the Royal Infirmary, 
Sheffield, for permission to publish this case. 


IAN ANDERSON, M.B., B.Sc., M.R.C.P., 
Consultant Dermatologist, Leicester Royal Infirmary : 
Late Senior Registrar, Royal Infirmary, Sheffield. 


Arch. Derm. Syph., Chicago, 
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Fixed Eruption due to Sulphonamide Hypersensitivity 
“ Fixed drug eruption” is a rare but interesting sensitiza- 
tion reaction characterized by rapid. development of one or 
more circumscribed erythematous plaques over the body 
(skin and mucous membrane) following systemic administra- 
tion of certain drugs. The eruptions disappear completely, 
often leaving some residual pigmentation, and recur on the 
identical sites if the offending drug is administered again— 
that is, the sites are fixed for the eruptions to recur, and 
hence the term “ fixed eruption.” Phenazone, phenacetin, 
amidopyrine, barbiturates, quinine, sulphonamides, arsphen- 
amines, and phenolphthalein are apt to produce fixed erup- 
tions, though, of course, on very rare occasions. A case 
of fixed eruption has recently been reported following the 
use of tetraethylthiuram disulphide (“antabuse”) in the 
treatment of chronic alcoholism. As sulphonamides are 
often used, either alone or in combination with some anti- 
_ biotics, and in view of the rarity with which fixed eruptions 
occur after their use, the following case is of interest. 


Case REPORT 


The patient, a male student aged 20, had a gluteal abactes 
close to the anus and some associated lung trouble (acute 


‘Robson, J. M., 


bronchitis) in July, 1950,.Apart from the usual local treat- 
ment for abscess, he was advised to take sulphathiazole, 
1 g. (“ cibazol,” two tablets) four times daily. Within three 
to four hours after the first dose, which he took in the 
evening, he experienced some itching sensation in his lips 
as well as over some localized areas in the abdomen and 
medial border of the right foot. Next morning he noticed 
some swelling of the lips and surrounding the anus and 
external urethral meatus, along with three erythematous 
plaques—one of about 1} in. (3 cm.) in diameter over the 
left hypochondrium and two over the medial border of the 
right foot ; one of the latter was about 1 in. (2.5 cm.) and 


. the. other about } in. (0.6 cm.) in diameter. There was much 


itching over. these areas. The drug was stopped immedi- 
ately and the patient given antazoline (“antistine”), two 
tablets thrice daily for the first day and then one tablet 
thtice daily for the next two days. All the symptoms sub- 
sided in about five days, leaving a dark spot of about 1 in. 
(2.5 cm.) in diameter in the left hypochondrium, and a less 
dark spot of about 4 in. (1.3 cm.) in diameter and a red spot 
of about 4 in. (0.6 cm.) in diameter—that is, original 
erythema—both in the medial border of the right foot. 

In the third week cf September he took two tablets of 
sulphadiazine (1 g.) for the same lung trouble. About half 
an hour later he experienced itching of the lips and also of 
the residual spots in the abdomen and right foot. ‘Subse- 
quently his lips swelled up and erythema of identical nature 
and in identical areas occurred as previously. The drug 
was stopped immediately and the symptoms subsided in 
about two days, leaving only the same residual spots. 

‘On August 25, 1951, he had an attack of acute bronchitis, 
for which he was given “sulphatriad,” 1 g. thrice daily. 
About 20 minutes later he experienced an itching sensation 
in his lips and around the anal and urethral orifices, which 
swelled up rapidly. Erythema of similar nature and in the 
same spots over the abdomen and right foot again occurred. 
The drug was withheld and all symptoms subsided in about 
three days, leaving the residual spots once again in their 
previous sites. Recourse was had to penicillin, which was 
given intramuscularly without any further reactions. 


COMMENT 

Sulphonamide hypersensitivity i is not very uncommon, the 
usual hypersensitivity reactions being drug fever and drug 
eruptions of urticarial and maculo-papular types; but a 
strictly localized sensitivity reaction of the nature of fixed 
drug eruption is rare. The characteristic feature of the 
above case. is recurrence of cutaneous manifestations of 
identical nature and in identical sites following each dose 
of sulphonamide. Another feature is that whatever sulphon- 
amide compounds were used the same reactions were repro- 
duced every time—that is, hypersensitiveness was developed 
against all sulphonamide compounds. In this connexion 
Lehr’s (1950) observation is of practical value. He observed 
that the higher the concentration of any individual sulphon- 
amide in the bo<y the greater was the chance of developing 
hypersensitivity. He showed that sensitization was most un- 
likely to occur with dosage of less than 2 g. of any indi- 
vidual sulphonamide daily (with ‘blood levels of less than 
5 mg. per 100 ml). A combination of different sulphon- 
amides (like sulphadiazine, sulphathiazole, and sulpha- 
merazine) produces its optimum effect without giving rise 
to a high enough concentration of any of the individual 


* compounds to develop hypersensitivity. The administration 


of sulphonamides would have been possible in my case if 
a combination such as sulphatriad had been used at the very 
outset. However, a number of effective antibiotics are now 
avait to combat: bacterial invasions safely. 


M. Guosn, M.B., = 
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MEDICINE IN IRELAND 
History of Medicine in Ireland. By John Fleetwood, MB., 
“ep. 420; illustrated... £1 


The author traces the story of Irish medicine from the 
legendary figure of Diancecht, the Irish Aesculapius, down to" 
the Health Act of 1947. He tells of the status and duties 
of the early physicians, as prescribed by ancient law, and 
of the later caste of hereditary physicians attached to the 
households of ruling chiefs. There is an admirable précis 


of the founding and growth of the Irish medical schools* 


and hospitals, with much interesting-and curious information’ 
about these institutions and the notabilities associated with 


them. 


The account of the epidemics of the sixth and seventh cen- 
turies is confused and misleading. Bolgach (“ pock-disease ”) 
meant smallpox, and never leprosy as understood to-day ; 
“the leprosy that is called smallpox ” was an ordinary anna- 
listic phrase. The Blefed (Justinian’s Plague) and the Yellow 
Pestilence are run together as one disease under the second 
name, and this is not satisfactorily explained. In fact, 

“yellow fever” was once an everyday term in Ireland for 
relapsing fever, because of the frequent occurrence of jaun- 
dice, and in Graves’s textbook the relative section has the 
sole heading, “ Yellow Fever of the British Islands.” - It is 
probable, therefore, that the Yellow Pestilence was relapsing 
fever of this character, intensified in diffusive power by 
famine following Justinian’ 's Plague. In the Irish famine of 
1846, relapsing fever far outdistanced typhus in its rapidity 
of spread. The author accepts the pandemic of the mid- 
seventh century (recorded in England by Bede) as a return of 
the Yellow Pestilence. But “ Yellow Pestilence” (Buidhe 
Chonaill) in this connexion is neither a genuine nor a con- 
temporary name. All the chronological evidence points to 
its having originated as a retrospective and mistaken gloss 
made not earlier than the eleventh century. In the reviewer's 
opinion. this pandemic was bubonic plague. 

Unfortunately the mythical “ leper hospitals of Armagh * ° 
are resurrected once more. The story began in a late Latin 
translation of the Annals of Inisfallen, where an incom- 
petent Celtic scholar mistranslated “oratories” of the 
original text by “hospitals,” to which a later imaginative 
writer added the gloss “leper houses.” No such institutions 
ever existed. It is regrettable that a book containing so 
much excellent material should be marred in this way. The 
portion here criticized is very short, however, and could 
easily be rewritten when an opportunity arises, 


W. P. MACARTHUR. 
PREVENTION OF TUBERCULOSIS 
Conese and Prevention of Tuberculosis. By Brice R. Clarke, 


M.D. With a cha on Mass Miniature Radiography by 
Jo: Ritchie, L. R.C.S. Foreword Professo 
“6d) 


Edinburch emit, CBE. M E. and 


In these days when so much attention is being focused on 
diagnosis and treatment it is refreshing to find a book 
devoted entirely to the causes and prevention of tuberculosis. 
The work covers a wide field and pays special attention to 
primary tuberculosis and the subsequent development of 
active disease. There is an excellent chapter on food and 
tuberculosis, and the sections specifically on prevention are 
of great practical value. There are special chapters on 
bovine tuberculosis in man, mass miniature radiography, and 
immunization against tuberculosis. 

Looking into the book in more detail, we find that the 
author has spared no pains to support his argument by a 
full survey of the literature. The extensive bibliography at 
the end of each chapter makes the book useful for reference. 


~ 


“The author has also been able, from his own siheeniithe. 


ence, to make authoritative statements on debatable subjects. 
On the influence of race and heredity he favours the exist- 


ence of familial susceptibility, but thinks it present in only : 


a small proportion of persons of European stock. 
He emphasizes the need for diagnosis in the preclinical 
stage of the disease before the development of cavitation or 


_ apical infiltration, which are signs of late advanced tuber- 


culosis. On the vexed question of endogenous and exogenous 
infection he keeps an open mind, and fully ‘discusses the 


subject under four headings—tuberculosis in contacts, in 


specially exposed . persons, in persons specially subjected to 

overcrowding, and in the study of the results of measures 

taken to control nfl The general conclusion is that 

superinfection ‘is a factor of. considerable importance in 

on ogi the clinical history subsequent to the primary 
on ; 

The chapter on food. and tuberculosis. is well worth careful 
study, and, although no final conclusions are reached, the 
author favours a high-protein diet and suggests research 
into the value of such a diet in the presence of a positive. 
nitrogen balance and into its influence on the blood-protein 
pattern in cases of active tuberculosis. It is interesting to 


“mote that, when discussing the influence of environment on 


the development of active disease, he. states that “ provision 
of an adequate food supply is far the most important of 
living conditions in relation to tuberculosis, because the 
almost universal latent infection will manifest itself as 
disease in proportion to the severity of malnutrition. Other 
living conditions are important either as contributory causes 
of malnutrition or as factors which predispose to infection.” 
These are probably two of the most important sentences in 
the book. 

Dr. J. Ritchie discusses mass radiography in a short 
chapter that contains much information of practical value. 
It is good to be reminded that accuracy rather than speed 
should be the paramount consideration, and it is comforting 
to read that in mass radiography the emphasis “has again 
been placed—where it rightly rests—on the prevention of 
tuberculosis.” He also favours the linking up of tuberculin 
testing, B.C.G. vaccination, and mass radiography. 

Immunization against tuberculosis has a chapter to itself, 
which is rather sketchy and incomplete. More could have 
been said on the administrative side of B.C.G. vaccination 
as a> preventive measure and the need or otherwise of 
segregating persons suitable for vaccination. In a book of 
this type it would be unusual if there were no omissions. 
We should have liked to see more reference to education as 
a means of prevention, to the control of tuberculosis among 
food-handlers, and to the risks that healthy children run of 
contracting the disease in schools and other institutions. But 
a work that covers every aspect of the cause and prevention 
of. tuberculosis would comprise many volumes, and it is 
remarkable how much information Dr. Clarke has included 
in his. volume of 288 pages, which has been well indexed 
and excellently produced. The book should be read by all 


chest physicians and medical officers of health, as well as — 


postgraduate students of phthisiology. 
FREDERICK HEArF.. 


CHRONIC BRONCHITIS 

Chronic Bronchitis. Trevor H. Howell, M.R.C.P.Ed. 

@p. pas ; illustrated. 6d.) London: Butterworth and 
The illness commonly diagnosed as “chronic bronchitis” 


is of the greatest practical importance to the health and 
economy of the nation, ranking very high in morbidity and 


mortality figures. It therefore merits close and intensive 


study. The chief difficulty in such a study, however, is that 


of definition of the material to be studied. It cannot be — 


defined aetiologically, since no specific aetiological factors 
are known. It cannot be defined on a basis of morbid 
anatomy, since the changes found in fatal cases after the 


_protracted and complicated course of the disease is run are 
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very largely due to secondary effects such as emphysems, 
bronchiectasis, and right heart failure. And the only re- 


maining possibility, a clinically descriptive definition, is 


difficult to make sufficiently precise to isolate a group of © 


cases homogeneous enough to be submitted usefuily to 
detailed analysis. This difficulty of definition Dr. Howell 
has, perhaps wisely, ignored. He assumes that we all know 
what he means by chronic bronchitis. 

That there is no such general knowledge is shown by the 
widely differing incidence of this diagnosis in different 
_ countries, which surely cannot be due entirely to a true 
difference in the incidence of a specific malady. The diffi- 
cult. question of the relation to asthma is hardly mentioned. 
The author regards emphysema as a complication of chronic 
bronchitis, and discusses it in little’ over a page, though 
there is a brief account of current views on cor pulmonale. 
Similarly, he touches only briefly on the significance of 
bronchial dilatation in. chronic bronchitis. Detailed con- 
sideration of these questions, of course, would lead to an 
examination of the logical basis of medical diagnosis in 
general, which would be outside the scope of a book Whites 
aim ‘is strictly practical. 

Dr. Howell i to be congratulated on his enterprise in 
tackling a difficult, unpromising, and neglected subject. But, 
while his little book may stimulate interest and provide a 
useful account of current views, it does little to clarify ideas 
or contribute to knowledge about its subject. The price of 
the book, which has relatively few illustrations, is a sad 


reflection on the current cost of book production. 
J. G. Scappina. 


CEREBRAL PALSY © 
The 
Tomlinson, National. Foundation Rt ion. George 
Research in 


The work described here was initiated by the Advisory 
Committee on Handicapped Children, its considered opinion 
being that cerebral palsy is primarily an educational 
problem. But this premise is extremely doubtful. If chil- 
dren suffering from cerebral palsy are treated properly when 
aged 1-5, most of them will be sufficiently improved to 
attend ordinary schools, or at least schools for the physically 
defective, if we exclude those with damage to the higher 
centres (not retardation due to motor defect). Hence Miss 
Dunsdon, who was elected to do this work, started with a 
great handicap in her terms of reference. However, she has 
tackled her subject with great energy and her report is of 
importance to all students of the vast subject. 

Her study covers some 3,000 children, and she discusses 
among other subjects intellectual development, verbal ability, 
sensory defects, and emotional stability. Then she goes on 
to consider the necessary plans for educating cerebral-palsied 
children in the future. She gives figures disputing the 
American statistics as inapplicable on this side of the 
Atlantic. Though she presents a great deal of information, 
most of it is indigestible, and in spite of frequent summaries 
she makes no attempt to draw together her general con- 
clusions in a final chapter. Hence the reader is left at the 
end with only a vague idea of her final conclusions. \ 

One of her recommendations is thoroughly sound. She 
suggests that the dual-purpose school, where education (in 
its academic sense) and special physical training are com- 
bined, is the best type for severely affected cases. If by these 
are meant those children who fail to reach a reasonable 
physical standard in spite of the right early training from 
1 year old and those who have never been treated, this 


is obviously what is needed. Miss Dunsdon thinks the - 


American figures too high. We think her figures also too 
high even now when only a fraction of the cases of cerebral 
palsy receive the correct treatment under the age of 5S. If 
correct treatment were carried out during the early years 


the figure would be still less_. 
W. R. F. Corus. 


RECENT CARDIOLOGY 

. Medical America. Chicago Number. 
Diseases. (Pp. 301. 

and London: W. B. _ Saunders 


This book presents a review of recent advances in cardio- 


-vascular diseases for the general practitioner. The contribu- 


tors were chosen not only for their competence in their 
subjects, but also for their ability to express themselves 
clearly. This they have done, and simplicity is the keynote 
throughout. The chief advances are covered, and include 
modern views on the mechanism of the arrhythmias and 
heart failure ; the pathogenesis of hypertension and athero- 
sclerosis ; the surgical treatment of congenital heart disease 
and hypertension ; technical developments in radiology and 
electrocardiography : and the therapeutic application of anti- 
coagulants, ACTH. and cortisone, the antibiotics, and 
certain diets. 

Yet I would hesitate to recommend this book to the 
general practitioner, whose reading time is short and valu- 
able. I opened it at random at p. 106 and saw the. heading 
“ stereovectorcardiography.” I tried again; chance turned 
up p. 118—a form td be filled up in the event of my studying 
a hypertensive patient before submitting him to surgery. A 
final throw brought tricuspid atresia, p. 48. It- was dis- 
appointing to learn that the diagnosis of this rarity depended 
on x-ray and fluoroscopic studies and electrocardiographic 
findings. Chance is necessarily capricious, but her revela- 
tions should not be ignored. 

There have been so many important advances in. cardio- 
logy in the past few years that the practitioner is likely to 
welcome fresh guidance. In some respects he will obtain 
this from the symposium under review, but he will have to 
search for it, and in the process he is likely to become 
irritated and he will surely become conscious of the paper 
shortage in this country. 

PauL Woop. 


INDIAN HEMP 


Indian Hemp: A Social Menace. > Donald MclI. Johnson, 
M.B., B.Ch., oreword by H. Pullar- 
Strecker, M. D. (Pp. Bs 6d) London: Christopher 


Johnson. 1952. 


os is well known that the smoking of marihuana cigarettes, 

“ reefers,” has become a common means, among certain 
pr Eth of the American population, of procuring pleasur- 
able mental excitement, or in some cases mild narcosis. 
‘Traffic in Indian hemp in Britain has apparently not yet 
reached a high degree of organization, but there is some 
evidence that it is on the increase. Although marihuana 
(Cannabis sativa) and hashish (Cannabis indica) cannot be 
regarded in the true medical sense as drugs of addiction, 
since they do not cause withdrawal symptoms or lead to 
addiction to other drugs, some investigators have suggested 
that by their capacity to produce maniacal states they may 
be a causative factor in major crimes and sexual offences, 
and that their prolonged use leads to physical and mental 
degeneracy. The aim of Dr. Donald Johnson’s book is to 
arouse public interest in the possibility of an increase in the 
dope peddling of Indian hemp in this country. 

One piece of factual evidence of such an increase is found 
in the statistics of drug prosecution, which show that, while 
the numbers in respect of opium have fallen steadily from 
256 in 1944 to 41 in 1950, those in respect of Indian hemp 
have risen from 6 to 86. Unfortunately the author is not 
content with factual evidence, and his excursions into the 
realms of speculation and fantasy tend to weaken rather 
than strengthen his case. The suggestion that our imports 
of grain and flour from the Soviet Union may constitute a 
form of drug warfare, intended to condition our mentality 
to receptiveness to totalitarian propaganda, is scarcely worthy 
of inclusion in 0 publication which claims to be at any rate 
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PULMONARY EMBOLISM 
The hazards of anticoagulant therapy and the prob- 
lems of vein ligation operations have sharpened 


interest in the subject of pulmonary embolism, but. 


the more sceptical clinician may ask whether either 
of these measures has yet justified widespread prac- 
tice. Some authorities in the United States and Scan- 


dinavia have presented a somewhat confusing picture 


of the dangers of pulmonary.embolism and the merits 
of anticoagulant therapy, but it is certainly true to 
say that non-fatal pulmonary embolism is still all too 
often overlooked—both clinicians and radiologists 
tending to suggest other diagnoses when the true 
state of affairs should be recognized. Although 
Cutler and Hunt,’ in 1922, suggested that more than 
50% of post-operative pulmonary complications were 
embolic in nature, surgeons have been slow to appre- 
ciate the frequency of this condition. Physicians too 
have only lately recognized how common thrombo- 
embolism is, and this is well brought out in White’s 
review of his personal experience in cardiological 
practice.” Dr. D. S. Short,* in a recent article in 
this Journal, pointed out that pulmonary embolism 
occurred more commonly. than any other serious 
acute pulmonary disease in a general hospital.. In 
radiological diagnosis the shadows of pulmonary 
infarcts are commonly attributed to pulmonary col- 
lapse, consolidation, or raised diaphragm. In this 
connexion the work of Hampton and Castleman‘ 
threw light on some important aspects of the patho- 
logy and x-ray diagnosis of the condition. 

We have referred before to the various factors 
which are usually held to play some part in initiating 
thrombosis and embolism,* but it must be admitted 
that understanding of these factors is far from com- 
plete. Such knowledge as we have should be criti- 
cally scrutinized from time to time lest we allow our- 
selves too readily to accept plausible explanations of 
the otherwise inexplicable. A few of the more impor- 
tant problems are discussed below. 

1 Arch. intern. pods 1922, 29, 449. 

2 Amer. J. med. Sci. * 1940, 200, 577. 

3 British Medical Journal, 
4 Amer. J. Roentgenol., 1940, , 43, 30 

5 British Medical Journal, 1951, 1, 389. 
* Acia chir. scand., 1940, 86, su pl. 61. 

? Proc. roy. Soc. Med., 1951, 44, 506. 

Aan. "Engl. 1950, 6, 283. 
® Arnott, W ‘oc. roy. Soc. Med., 1951, 44, 499. 

10 British Medical Jo Journal, 1952, 1, 920 

11 [bid., 1948, 

Ii 1950, 291. 

14 Ann. Surg., 1943, 1 118, 728. 

15 Surgery, 1951, 26, 8 

16 Surg. Gynec. 1947, 84, 


17 J. Amer. med. Ass., 1940, 114, 
18 Kinmonth, J. B., British sattoul Journal, 1952, 1, 59. 


First, fuller information is needed about the site | 
of origin and development of thrombosis, for this has 
some practical bearing on diagnosis and treatment. 
Bauer,® basing his conclusions on venographic evi- 
dence, has suggested that the thrombosis which pre- 
cedes pulmonary embolism starts usually in the mus- 
cular tributaries of the*calf, and this is the generally 
accepted opinion. Boyd,’ however, takes a rather 
different view and contends that thrombosis more 
often begins in the femoral vein at the level of the 
adductor opening. Although the evidence put for- 
ward in support of this is not entirely convincing, it 
is certainly worth careful examination. The absence 
of preceding signs in the calf in some 50% to 80% 
of cases of pulmonary embolism may support Boyd’s 
view, but may equally well be due to the fact that 
tenderness in the calves occurs only after the 
thrombi are organized, whereas the potential embolus 
is rapidly built up before such organization has had 
time to occur. It may be that in studies of patho- 
logical material from the legs there has been too much 
preoccupation with the muscular tributaries, and it 
is certainly true that not all blocked veins are the 
site of primary thrombi, for consecutive clotting may 
occur in retrograde fashion from a main vessel, and 
at necropsy it may be quite impossible to oF at what 
site the process started.* 

The second problem of i importance is that of prophy- 
lactic therapy. It is of course logical to recom- ' 
mend attention to possible aetiological factors such as 
vein damage, venous stasis, and blood changes, and 
the strictly conservative regime includes all measures 
short of using the anticoagulant drugs or vein liga- 
tion.* McNeill Love,'° for example, has recently men- 
tioned the use of a sorbo-rubber heel support on 
the operation-table—q device used by a number of 
surgeons and referred to in recent correspondence 
in this Journal. Murley, however, reported a large 
surgical series in which pulmonary embolism had 
occurred with apparently undiminished frequency, 
despite routine practice of this and other precautions.* 
Venous stasis can certainly be counteracted by active 
movements, but the available statistics on early ambu- 
lation are rather conflicting, and, whereas leg throm- 
bosis is probably reduced by this practice, it has not 
been proved that pulmonary embolism is substantially 
diminished.** 

The question of sestaidiitin anticoagulant therapy 
is constantly under review, but the published figures 
are not highly impressive. Very few properly con- 
trolled series have been reported: Tulloch and Gil- 
christ’? obtained significant results in the treatment 
of coronary thrombosis in men, but it is doubtful 
whether this therapy has a wide application in other 
types of medical case. Prophylactic anticoagulant 
therapy is largely out of the question in surgical prac- 
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tice, but, since the surgical patient is particularly liable 
to thrombo-embolic complications when he first gets 
up, Short suggests that anticoagulants might well be 
given at this stage when the risk is greater than usual 
—as, for example, after prostatectomy. Surgeons, on 
the other hand, recognizing the very real risk of bleed- 
ing in these cases, tend to’ avoid such treatment, 
for experience has shown that its dangers can be 
greater than those of the disease itself. Farmer and 
Smithwick,** in discussing the problem of embolism 
in surgical cases, point out that thrombosis was pre- 
viously suspected in only 2 of their 19 fatal cases, 
and that any system of selective prophylaxis would 
have cost approximately $5,000 for every death 
averted and $22 for every patient treated. While 
treatment with dicoumarol or the newer preparations 
of bis-3,3’-(4-hydroxycoumarinyl) ethyl acetate is 
cheaper, the trouble and risks of such a regime 
would seem to neutralize most of its possible benefits. 

If prophylactic anticoagulant therapy is of doubt- 
ful value, then some attention should be given to that 
school of thought, led especially by Allen and his 
associates,‘* which advocates prophylactic ligation 
of the superficial femoral veins. These workers 
‘would seem to have over-emphasized the risks of 
embolism and -also the value of vein ligation: Erb 
and Schumann,'* for instance, came to completely 
contrary conclusions after studying a controlled series 
’ in which bilateral prophylactic ligation of the super- 
ficial femoral veins was done on alternate cases of 
fracture of the femoral neck. Ligation of the deep 
veins after a small warning embolus has occurred 
and as a method of preventing subsequent fatal embo- 
lism is probably done best at a higher level than the 
femoral veins. Some have suggested that this is 
slamming the stable door after the horse has bolted, 
but it is as well to remember that there is sometimes 
more than one horse in the stable. . 

Finally, the various measures which have been 
advocated in established pulmonary embolism should 
be critically examined. Murray'* suggested that 
immediate treatment with heparin would save the 
majority of patients, but this has not been confirmed 
by others. There are some grounds for administering 
atropine to these patients ; papaverine, too, has been 
advocated by de Takats,’ but injections of this drug 
are ineffective in relieving peripheral arterial spasm,’* 
and are probably equally ineffective in pulmonary 
“arterial spasm associated with embolism. Although 
modern methods of treatment have tended to pro- 
mote an enthusiasm in some clin‘cians which is 
matched only by the scepticism of others, it would 
be fair to say that each of the methods discussed 
is capable of making some positive contribution to 
the solution of this very difficult problem. Whatever 
is ultimately decided about current methods of treat- 


ment, nothing but good can come of an increased 
sense of awareness of this important and often lethal 
condition. 


APPROVAL GIVEN 

Last week the Special Conference of Local Medical 
Committees’ passed all the recommendations of the 
Working Party on how general practitioners’ remu- 
neration should be distributed under the Health Ser- 
vice. The vote of the Conference was unanimous, 
and this, together with the acclamation with which 
Dr. Wand was received, left no doubt about the high 
regard in which general practitioners hold the new 
proposals. It had been evident from the agenda 
before the meeting that little fault could be found 
with the results of the Working Party’s commendably 
speedy labours, and debate on the various amend- 
ments in the end left the report unscathed. A most 
important stage towards the actual distribution of 
the money has therefore been passed. The General 
Medical Services Committee has convinced the 
general practitioners that its work on their behalf 
has been satisfactory. There is no reason to sup- 
pose that the Ministry of Health—a partner in the 
Working Party—will fail to convince the Minister 
that it has acted wisely on his behalf. A Government 
White Paper embodying the scheme was due to be pub- 
lished cn July 3, after we went to press, and the Labour 
Party has announced that it will not “oppose the 
Danckwerts findings.” If Parliament debates the Sup- 
plementary Estimate it will probably do so during July. 
The date when disbursement of back payments’ will 
begin is not yet known, but many hope that it will be 
in the autumn. Income tax on the back payments, as 
Dr. Wand announced to the Conference, is to be paid 
in relation to each year when the money was due. 
The G.M.S. Committee has long been pressing for 
this, and the Conference greeted it with applause. 

While there were no far-reaching criticisms of the 
Working Party’s report, some were disposed to 
attribute acquiescence to the fear that alteration 
of the report would delay payment of the money. 
Dr. Cardew, Secretary of the Medical Practitioners 
Union, took up this point at the beginning of the 
debate, and cited a carefully timed statement from 
the Labour Party as in effect an invitation to think 
further about the scheme. For the Labour Party, 
while avowing that it would not oppose the award, 
had criticized the report as failing adequately to 
improve the position of the young and poorer-paid 
doctors and as giving too much to the better paid. 
In various forms such criticism appeared in the course 
of the Conference proceedings. But the speeches 
made in support of it had a certain air of unreality, 
for the Conference already had before it (and in due 

1 See Supplement, p. 1. 
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course passed) a rider from the chairman of the 
G.M.S. Committee which, because of its importance, 
we reproduce in full here: 

“That if, when the new scheme of distribution 
has been endorsed by both parties, it is found in 
the light of experience that certain groups of prac- 
titioners who under the terms of reference of 
the Working Party might have expected to have 
benefited have in fact not done so, it be left to the 
Working Party provisionally to allocate an appro- 
priate proportion of the final settlement moneys 
for the purpose of remedying any obvious defects 
in the distribution scheme, such allocation to be 
subject to confirmation by the next Conference 
before it becomes a permanent feature of the 
scheme.” 


In addition Dr. F. Gray, chairman of the Assistants 
and Young Practitioners Subcommittee, effectively 
made the point that the young doctors he was speak- 
ing for had wholeheartedly endorsed the Working 
Party’s recommendations. Even so, there may well 
prove to be here and there certain unusual types of 
practice which will not receive their due from the 


- Danckwerts award. A remote rural area in Scotland 


was cited as an example. For these and others 
adequate safeguards seem to have been accepted. 
Several speakers, among them Dr. Wand, empha- 
sized the just claims of some assistants to a share 
in the back pay that the principals will receive. 
During the last few years many principals are 
believed to have been unable to pay their assis- 
tants what either considered to be a proper salary, 
sO meagre was the remuneration provided by the 
Government in accordance with its faulty interpre- 
tation of the Spens Report. Now that the Danckwerts 
award is to obtain for principals what they ought 


. all along to have received, it is only just that those 


who were compelled to underpay their assistants 
should make amends when the money is available. 
They will be greatly helped to do so by the Inland 
Revenue authorities, for back pay to assistants is 
to count as an expense for in¢come-tax purposes. 
The Working Party’s recommendations combine 
with the Danckwerts award to make the financial 
prospects of general practice much more attractive 
to all types of general practitioner. The scheme un- 
doubtedly ought to encourage partnerships and their 
usual corollary, the assistantship with view. The 
young man starting on his own is to receive substan- 
tial help from the initial practice allowance and, it 


‘is to be hoped, accurate guidance from the Medical 


Practices Committee about those areas where he is 
likely to succeed in establishing himself. Money is to 
be set aside for certain unusual types of practice. The 
policy introduced by the chairman of the G.MS. 
Committee and endorsed by the Conference in the. 
words quoted above gives that necessary latitude to 


» remove any anomalies that experience of the scheme 


may reveal. Presumably the new method of distri- 
bution will begin early next year. 


BANTIYS SYNDROME AND BANTYTS DISEASE 
The practical man shares with Disraeli a dislike for 
definitions and has even been heard to express his con- 
tempt for linguistics. A hint of this attitude can be 
discerned in the two papers published in this issue of 
the Journal which include in their titles the name of 
Banti, the centenary of whose birth was recently cele- 
brated. The casual reader might well have difficulty in 
relating the Banti’s disease of Sir Henry Tidy’s lecture 
to the Banti’s syndrome of Mr. Alan Huni’s. This 
difficulty springs from the authors’ widely divergent 
viewpoints. 

Sir Henry defines Banti’s disease, or splenic anaemia, 
in mixed clinical and morbid anatomical terms. He 
excludes those instances for which there is an evident 
cause, such as infective hepatitis, and is left with a 
small group of patients in whom the origins of the 
disease are obscure. It is not apparent whether this 


selection is made on the basis of clinical or morbid | 


anatomical observation, but Sir Henry clearly assumes 
his patients to be the victims of a common disease pro- 
cess. This process, he maintains, is the result of mater- 
nal rhesus iso-immunization with damage to the infant’s 


liver, spleen, and bone marrow by circulating antibody. — 
In his view the changes in these organs are related only 


in being due to the same cause. 

The suggestion that. parental rhesus incompatibility 
might lead to hepatic cirrhosis is not new; the prob- 
lem has been carefully examined by Gerrard,’ who 
concluded that splenic and hepatic enlargement, if 
indeed it ever occurs,’ is a rare sequel of rhesus 
iso-immunization. Sir Henry Tidy’s pronouncement 
about the cause of Banti’s disease is therefore un- 
likely to prove generally acceptable, and other of his 
views run counter to contemporary opinion : few would 
agree that cirrhosis does not explain the splenomegaly ; 
that there is no relation between the spleen and the 


blood picture ; or that splenectomy is followed by only - 


transient changes in the leucocyte and platelet counts. 
Mr. Alan Hunt’s approach is mechanistic. To him 
Banti’s syndrome is the sum of the phenomena which 
result from damming back the portal blood flow, 
either by strangulation of the branches of the vein 
within a cirrhotic liver or by obstruction of its main 
trunk ; these phenomena include splenomegaly with the 
“ hypersplenic” blood changes, and gastro-oesophageal 
varices with the consequent liability to haemorrhage. 
His lecture is an important contribution to the surgery 
of Banti’s syndrome, and the high level of technical 
skill which the successful conduct of such operations 
implies will comrhand general admiration. 
Commendably, the results of so much work and so 
many observations are included in a paper so short 
that he barely does himself justice. The theme changes 


1 British Medical Journal, 1952, 1, 1385. 
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rapidly from the control of portal hypertension to « simple treatment of the family without concern for 


the value of splenectomy in “hypersplenism,” and to 
surgery of the bile ducts in biliary cirrhosis. Sufficient 
material for several lectures is compressed into one, and 
at times it is easy to forget that it is the surgery of 
portal hypertension, and not of hepatic cirrhosis, which 
is under review. The point must be made that porta- 
systemic anastomosis can do nothing more than lower 
portal venous pressure and diminish the liability to 
haemorrhage. It is a method of relieving a mechanical 
disturbance which arises during the course of a variety 
of diseases ; the underlying cause of this disturbance is 
not affected by the operation. “ Cirrhosis of the liver” 
again is the end-result of a number of different disease- 
processes, each of which carries a different prognosis. 
Operation to relieve portal hypertension would clearly 
be officious in a patient dying of hepatic failu.. ; 
Mr. Hunt’s results support the view that surgery is 
inadvisable in the face of clinical or biochemical evi- 
dence of active hepatic disease. In patients, however, 
with extrahepatic portal obstruction or dormant scarring 
of the liver, repeated gastro-oesophageal haemorrhage 
is the main cause of invalidism, even if, as some con- 
tend, it is seldom fatal. Most of these patients will be 


_ eager to grasp the chance of cure offered by surgery. 


SCABIES 
The itch is said to have a great affection for heroes and 
a decided taste for military expeditions. We have 


. experienced considerable epidemics of scabies in both 
. world wars, though it may be, as has been suggested, 


that war merely accentuates a periodicity in incidence 
natural to the disease. Much has been added to our 
knowledge of scabies in recent years—to the life cycle 
of the sarcoptic mite and to the natural history of the 
disease and its treatment. There are few other affec- 
tions in which the clinician can expect cure to follow 
a single treatment. 

With very rare exceptions it is only the human variety 
of Sarcoptes scabiei that will burrow into the human 
skin. The infestation is limited to the horny layer of 
the skin, and it is unusual for there to be many burrows 
with mature female mites. Children tend to be more 
heavily infested than adults. Infestation reaches its 
height in about 100 days, and, though symptoms may 
increase, the mite population later falls away quickly 
and spontaneous cure may sometimes result. 

Symptoms depend upon the development of sensi- 
tization to sarcoptic products, and this with the develop- 
ment of some immunity may directly or indirectly deter- 
mine a reduction in the degree of infestation. The work 
of Mellanby' on scabies, with human volunteers for 
investigation, was one of the valuable consequences of 
war. It was shown that the disease is normally con- 
tracted only by warm and intimate contact with a2 
infected individual and not from casual contact. It 
is essentially a family disease and is readily cured by 


1 Scabies, 1943, London. 

2 Dtsch. Klin., 1853, 5, 20. 

3 Brit. J. Derm., 1950, 62, 71. 
4Ibid., 1951, 63, 311. 


clothes or bedding. 

Norwegian scabies, however, disturbs this ‘comfortable 
equilibrium which implies that scabies in the commu- 
nity can be completely controlled. It is usually unrecog- 
nized until it has given rise to a local epidemic. Béck,? 
describing the affection in a girl 100 years ago, observed 
that the nurse and all patients in her ward contracted 
ordinary scabies whether or npt she had been in con- 
tact with them. Similar experiences have since been 
reported from time to time in the world literature. 
Calnan* and Ingram‘ reported ward epidemics from 
cases of Norwegian scabies, and elsewhere in this 
issue Dr. G. C. Wells reports epidemics in two hos- 
pitals where a single patient with the disease had lodged. 
It is understood that other similar epidemics have been 
observed in hospitals in London in recent years. An- 


other single case is described by I. Anderson at page 25. 


The diagnosis is difficult even for the expert; there 
is usually no itching, and the eruption bears no resem- 
blance to ordinary scabies. There is a patchy, wide- 
spread, or generalized brownish scaling and scabbing 
which resembles the bark of a tree, and may involve 
head and face as well as trunk and limbs, the hands and 
feet often showing a gross fissured hyperkeratosis. With 
a lens, multitudes of burrows may be seen, and a micro- 
scope shows them to be layered one upon another but 
still limited to the horny layer of the skin. There is 
much desquamation, and the nails are often markedly 
thickened. Often there is grave disease or mental defect 
in the patient, and this perhaps predisposes to the un- 
usual character of the disease. The ready spread of 
infection from these cases as compared with ordinary 
scabies may be directly related mathematically to the 
number of burrows and pregnant mites in the horny 
layer or to the presence of much scale and infected 
epidermal dust in the ward, or to both. 

What of the factors of sensitization and immunity in 
such patients? Why does infestation not reach a peak 
and subsequently fall away? The millions of burrows ~ 
and mature female mites may persist for years. It is 
hardly acceptable that the absence of scratching accounts 
for the unrestricted proliferation of mites producing this 
rare picture. Further study of patients suffering from 
Norwegian scabies might elucidate some of these ques- 
tions and add to our knowledge of scabies. 


ABSTRACTS OF WORLD MEDICINE 

The dividing line between medicine and surgery is 
becoming increasingly difficult to. define, and, although 
the professional distinction between physician and sur- 
geon remains as rigid as ever, each must know more 
and more of each other’s subject in order to be able to 
practise his own. For this reason, then, the decision 
to merge Abstracts of World Surgery, Obstetrics and 
Gynaecology with Abstracts of World Medicine, which 
was announced in an issue of May 31 and was dictated 
by financial considerations alone, is in principle a wel- 
come one in providing the opportunity to present 
medical and surgical aspects of the same subject side 
by side. 
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At the same time, however, in order to make room in 
Abstracts of World Medicine for this additional surgical 
material without increasing the size of the journal, some- 
thing must be omitted, and the field to be covered by 
the combined journal cannot therefore be as wide as 
that covered by its predecessors. For example, it has 


been decided not to include abstracts of obstetrical and 


gynaecological papers except in relation to other sub- 
jects, notably endocrinology. Nor will there be separate 
sections on anatomy, physiology, or biochemistry, while 
in general the emphasis will be predominantly clinical. 
On the other hand, such subjects as human genetics and 
forensic medicine will still find a place in the make-up 
of the combined journal, as will the section on the his- 
tory of medicine. 

The process of remodelling Abstracts ot World 
Medicine must necessarily be spread over several months 
if publication is not to be interrupted ; with the publica- 
tion this week of the July issue the first stage of this 
process is complete. It is hoped that those wishing to 
keep abreast of the mounting tide of published material 
will find Abstracts of World Medicine in its new form 
a practical, concise, and accurate guide. 


ARBITRATION ON DURHAM DISPUTE 


The protracted dispute with Durham over its closed- 
shop policy seems to be near its end. Last week the 
Joint Emergency Committee of the Professions and 
representatives of Durham County Council agreed that 
the Minister of Labour should set up a board of arbi- 
tration. Both parties to the dispute have undertaken 
to abide by the decision of the board, and its first 
meeting has been fixed for July 15. Meanwhile 
the B.M.A. and other professional bodies concerned 
have withdrawn their various sanctions against Durham, 
and Durham for its part has suspended the regulation 
which gave rise to the dispute. 

Under this regulation an employee of the County 
Council can apply for extended sick leave with pay only 
through a professional organization or trade union. 
The B.M.A. and the other professions contend that this 
is an indirect form of the closed-shop policy, in that 
the employee must belong to a professional organiza- 
tion if he is to apply for extended sick leave with pay. 
In an important preamble in the board’s terms of refer- 
ence Durham agrees with the professional bodies that 
its professional employees should not as a condition of 
employment be required to belong to a trade union or 
professional organization. The board is then to be 
asked whether the regulations causing the present dis- 
pute are in conflict with the principle of voluntary 
membership of a trade union or professional organiza- 
tion and should therefore be withdrawn or not. 

This dispute has dragged on with a county council 
where there seems to be little understanding of pro- 
fessional ideals and little sympathy with them. The 
idea of professional freedom has been so submerged 
beneath the tradition of collective action in the minds 


of many Durham councillors that they have failed to 
appreciate its value to the community. In particular 
a few influential men there, engrossed in the sophistries 
of an unrealistic doctrine, did all they could to prevent 
a settlement and to overthrow the compromise sug- 
gested two months ago.” It is a tribute to the better 
sense of some of their colleagues and to the tenacity 
of the professions’ Emergency Committee that a reason- 
able course is at last to be taken. Those doctors who 
have faithfully followed the Association’s policy and 
suffered serious embarrassment deserve the highest 
praise. 


BROADMOOR 


The Broadmoor Inquiry Committee, whose report? was 
published this week, was appointed “to inquire into 
the adequacy of the security arrangements at Broad- 
moor and to make recommendations.” The commit- 
tee came to the conclusion that in recent years patients 
have escaped because supervision was not always close 
enough. Such lapses in supervision are ascribed to 
staff shortages and to the fact that “the present staff 
is not wholly of the quality that the needs of Broadmoor 
make imperative.” Two consequent recommendations 
are that the salaries should be increased so as to attract 
suitable applicants for training as student nurses and 
that the pay and conditions of service of the nursing 
staff should not automatically be linked with those of 
the National Health Service (presumably because the 
latter may not be sufficiently attractive). 

Broadmoor was established as a criminal lunatic 
asylum in 1863, and until 1948 it was controlled by the 
Home Office. Under the Criminal Justice Act of 1948 
the institution was vested in the Ministry of Health and 
put under the management of the Board of Control. 
The term “criminal lunatic’ was at the same time 
changed to “ Broadmoor patient.” Nevertheless, it is 
still the Home Secretary’s function to make orders for 
the removal of patients to and from Broadmoor. There 
are at present 891 patients in Broadmoor (701 men and_ 
190 women). Many of these are dangerous, and it is 
not surprising that at one time detention was regarded 
as the primary function and treatment as secondary. 
But the committee quite rightly refers to the improved 
arrangements for treatment which have been made 
during the 14 years of management of the present medi- 
cal superintendent, Dr. J. S. Hopwood. The public 
should take heart from the committee’s statement that 
these improvements, which are such as the medical pro- 
fession would wish, have not resulted in any relaxation 
of the security rules and its emphatic rejection of 
the suggestion that the control of Broadmoor should be 
returned to the Home Office. 


We record with regret the death in London of June 30 
of Sir Percival Horton-Smith-Hartley, C.V.O., M.D., 
F.R.C.P., consulting physician to St. Bartholomew's 
Hospital and the Brompton Hospital. He was 84 years 


of age. 


1See Si t, p. 5. 
2 Ibid., May 3, p. 225. 


1 R of the Broadmoor Inquiry Committee, Cmd. 8594, 195: 
H.M.S.O., London. 


‘or 
le 
g- 
2 
k, 
ed 
n- 
en 
re. 
d. 
en 
n- 
5. 
re 
n- { 
le- 
ng 
ve 
id 
th aa 
: 
ut 
is 
ly 
ct 
n- 
of 
ry 
Ly ‘ 
od 
in 
ik 
is 
its 
‘is 
m 
is 
h 
re 
to 
n 
1d 
d 
le 


34 Jury 5, 1952 


QUARANTINE AND ISOLATION 


MapicaL JOURNAL 


REFRESHER COURSE FOR GENERAL PRACTITIONERS 
QUARANTINE AND ISOLATION 


R. E. SMITH, M.B., F.R.C.P. 
Physician to the Coventry, Nuneaton, and Rugby Group of Hospitals ; 
Consulting Physician to Rugby School 


If doctors are to advise laymen on the control of infec- 
tions they must be precise in their terms, otherwise there 
will be confusion. The following definitions are gener- 
ally accepted : 

Quarantine.—The limitation of movement of contacts for 
a period of time equal to the longest incubation period of 
the disease to which they have been exposed. 

Isolation.—The separation of infectious patients or carriers 
to prevent the direct or indirect transmission of the. infec- 
tious agent to others. 

Surveillance.—The practice of observing contacts during 
the incubation period of the disease without imposing re- 
strictions on their movements. 


I. QUARANTINE 


Few people pass through childhood without being exposed 
to measles, whooping-cough, chicken-pox, rubella, and 


‘mumps, and evidence is fast accumulating that adults who 


have escaped recognizable attacks of these diseases have 
often, in fact, been attacked and have developed immunity. 
These infections may therefore be regarded as “ inevitable.” 
Other infectious diseases, such as poliomyelitis, meningo- 
coccal infections, scarlet fever and its allies, infective 
hepatitis, smallpox, and the typhoid and salmonella groups, 
attack much less commonly and so merit different consider- 
ation. 

My experience has been gained primarily by observations 
on public school boys, but my conclusions are applicable 
to all classes, for what is true of a sheltered community is 
even more so for those who are liable to run the risk of 
disease more often and at a younger age. 


The Inevitable Infections 


Examination of the histories of boys leaving school at 
the age of 17 or 18 shows that there is a fairly consistent 
attack rate for each of the inevitable infectious diseases : 
at one public school over 95% had had a recognizable 
attack of measles, nearly 80% had had chicken-pox and 
whooping-cough, and about 50% had had rubella and 
mumps. All these diseases gave a good immunity, as is 
shown in Table I. 


Taie I—History of Infectious Diseases in 513 Boys Aged 17" 


8 on Leaving School 
No. Attacked 
Disease be Not 

Once Twice Thrice 
Measles 493 6 20 
423 5 90 
Pertussis .. 382 1 131 

Mum oe +245 2 

Rubella .. 238 17 1 275 
Scarlet fever 55 458 
Diphtheria 14 99 


The ideal age at which to have the inevitable illnesses 
is from 5 to 15 years. Before 5, and certainly before 2, 
measles and whooping-cough are still serious diseases. After 
puberty the complication rate of orchitis in mumps is usually 
10% ; before puberty it is negligible. Similarly an attack 
of rubella during the first trimester of pregnancy carries’ a 
grave risk that the infant will be born with a congenital 
abnormality. Avoidance of infection in childhood, by quar- 


antine, is therefore not always a benefit; in practice sur- 
veillance has a better record. : 


Quarantine v. Surveillance 


Quarantine of individuals must vary according to the 
health of those exposed. Delicate children, with cyanotic 
heart disease, bronchiectasis, or primary complexes, or those 
recovering from illness or operation, need special protection, 
but most healthy children are able to combat infection, and 
are rightly intolerant of restraint. 

Table II shows the results of the surveillance of 203 boys 
exposed to infection at a public school. During the period 
1933-47 there were 75 outbreaks of infectious disease in boys 


TaB_e II.—Results of Surveillance, 1933-47 


Disease to which Scarlet |Chicken- 
Boy was Exposed Measles | Mumps | Rubella | Pertussis ever pox 
Total No. exposed | 52 42 28 22 27 32 
Previous attack 14 32 il 15 14* 23 
No previous at- 
tack ae! 38 10 17 7 13 9 
No. quarantined 30 16 21 21 10 21 
No. under sur- 
veillance .. 22 26 I 1 17 11 
No. attacked 0 2 0 0 0 


* Or Dick-negative. 


who were unaware that they had been exposed to infection ; 
while of 203 known tq have been exposed, 94 of whom had 
not had a previous attack, only 3 were attacked, and these 
did not infect others. 

We adopt the rule that if a boy is kept away from the 
source of infection as soon as it is recognized, he may return 
to school. His temperature is taken night and morning. 
This rule could well be applied to all children with appro- 
priate modifications, and such a policy would save much 
energy and time. It would prevent our producing a race 
“ epidemiologically innocent” and also relieve us from 
having to define the exact duration of quarantine. 

Elkington and Hobson have shgwn that measles is in- 
fectious for five or six days before the rash appears, and 
Henle has shown that the virus of mumps appears in the 
saliva from two to six days before the swelling of the 
salivary glands. This evidence suggests that an attempt to 
prevent infection by quarantine is a futile gesture, just a 
relic of the past era of safety-first measures and ignorance. 
Hospitals and convalescent homes have more reason to 
enforce safety-first measures, but even there some relaxa- 
tion of existing rules is overdue. Chicken-pox, mumps, and 
rubella are not serious enough to justify closing a ward, 
especially in view of their long incubation period. If 
measles would be dangerous, prevention, which is easier to 
achieve than attenuation, is the right policy. Special 
measures for debilitated children must be decided on the 
merits of each particular case. 

In Great Britain contacts of cases of smallpox are kept 
under observation for 16 days after the last exposure, even 
‘though vaccinated on the first day after exposure. 


Less Common Infections 
Poliomyelitis is the disease which demands special con- 
sideration. It has been given a bad name and lives up to 
it, and the public regard it with special alarm because there 
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QUARANTINE AND ISOLATION | ’ 


is no effective treatment. None of us would willingly expose 
our children or our friends, adults included, to the risk of 
poliomyelitis. For those who have been intimately exposed 
the full quarantine of 21 days is justifiable, because the 
carrier rate is high, especially after familial exposure. 
Though we may be living in a transition phase, when the 
number of persons immunized by inapparent attacks is rising 
steadily, we will probably have to wait for several decades 
before we can discard quarantine. Therefore the advice 
on quarantine for poliomyelitis should be clear: quarantine 
of exposed children of the household, and of adults of the 
household whose vocation brings them in contact with 
children or who handle food, should be 21 days from the 
last exposure to a recognized case. 

So far diseases which are spread essentially by droplet 
infection have been considered. The typhoid group is rare 
in Britain nowadays ;-such cases are almost invariably nursed 
in hospital, and exposed persons are supervised. However, 
the shigella infections, exemplified by Sonne dysentery, are 
common. These infections are spread by faeces, which can 
contaminate food or fingers. Quarantine plays no part 
in “their control provided the hands are washed after 


Il. ISOLATION 


Two facts emerge clearly from a study of the past history 
of isolation : first, inhuman laws, such as perpetual isolation 
of lepers, will always be circumvented ; and, secondly, isola- 
tion is one of the least important measures of control if 


no account is taken of the reservoirs of infection. In our : 


own time new knowledge about carriers, intermediate hosts, 
the site of incubation, and the portal of entry, as well as 
the development of new and potent methods of treatment, 
have completely changed our needs for lengthy isolation. 
This is well illustrated by impetigo contagiosa. Cure takes 
place much more quickly than formerly. Twenty years ago 
impetigo contagiosa ran a fairly characteristic course. A 
child would start with a few vesicles, which would quickly 
burst. The serum rapidly dried and became a yellow crust, 
but often not before some of the serum had started a fresh 
patch or patches. Treatment, usually with weak mercury 
ointments in a zinc base, caused all the spots to dry up and 


_ the skin to heal in two to three weeks. 


I have notes of 48 boys who had impetigo between 1931 and 
1939. At first—that is, in 1931-2—they were isolated ; later this 
practice was relaxed and no one was isolated unless the lesions 
were still weeping, or could not be covered, or, occasionally, when 
the boy was much embarrassed by the unsightly appearance of 
his face. As the condition was seldom discovered until crusts 
had formed, this meant that some boys were not isolated at all. 
No cross-infection occurred, except in one instance when an 
infected boy borrowed without consent a polo-neck sweater from 
another boy. This fact came to light when. the owner of the 
sweater got impetigo, 

From 1940 onwards the sulphonamide era began. One 
of the most striking experiments made was by a nurse who 
treated one side of a patient’s face with mercury and the 
other with sulphonamide : the time of healing on the sul- 
phonamide side was reduced from 12 days to 6. Then 
came penicillin, and either penicillin or a sulphonamide is 
usually a very successful treatment. This success has been 
translated into practical advice* by the Medical Officers of 
Schools Association. Their recommendations on return to 
school in cases of impetigo are : “ When lesions have ceased 
to appear and the sites of infection are healed. For those 
of riper years isolation is unnecessary if the patient will 
refrain from using any but his own toilet articles and 
clothes, etc.” Thus even if younger children are excluded 
from school, or more probably from playing with their 
friends, isolation for the period of communicability—that 
is, « while lesions remain unhealed ”"—would be ‘much 
shortened. 


’ *Handbook of Communicable Diseases for the Use of Medical 
Officers of Schools, issued by the Medical Officers of Schools 
Association, 11th ed., 1948. Churchill, 
extensively from this handbook 


London. I have quoted 


The example of impetigo shows that isolation varies with 
treatment. The same applies to acute infectious conjuncti- 
vitis (pink eye), in which the beneficial effect of treatment 
can be observed easily. The period of communicability— 
“so long as there are signs of inflammation and organisms 


can still be cultivated”—is shortened, and so young or. 


uncooperative patients can return to normal life as soon 
as all discharge has ceased, while exclusion from school 
of others is unnecessary if medical and nursing supervision 
is adequate. Other infections in which antibiotics reduce 
the period of communicability are notably the streptococcal 
group of fevers, usually quickly brought under control by 
sulphonamides or penicillin, and the typhoid group, in which 
chloramphenicol is effective. The period of communi- 
cability of respiratory or intestinal infections coincides with 
the persistence of germs in the mucous membrane. But 
this period is shorter than previously, although we cannot 
observe healing directly as we can in impetigo and pink eye. 


Streptococcal and Typhoid Infections 

Streptococcal infections remain infectious for not more 
than one week after the cessation of clinical symptoms, 
including otorrhoea and rhinitis, and isolation should be 
for this period. Thorough treatment with penicillin or 
sulphonamides reduces the period of communicability, but 
this invalidates bacteriological tests carried out within three 
days of stopping treatment. 
’ For typhoid and its allies bacteriological freedom is the 
final criterion. In convalescence the hygiene of washing 
the hands after defaecation and urination should be taught. 
Patients are infectious “from the appearance of prodromal 
symptoms, throughout the illness and relapses during con- 
valescence, and until repeated bacteriological examinations 
of the discharges show persistent absence of the infecting 
organism. Carriers should be treated as infected persons.” 
These periods can be greatly reduced by good treatment. 
In many instances the patient may need a long convales- 
cence, and the patient at the end of a typhoid infection may 
well be free of infection before he is fit to be pirate oe 


Other Bacillary Infections 

Diphtheria—The Corynebacterium diphtheriae may dis- 
appear almost as quickly as the membrane or it may linger 
for some three months, converting the patient into a con- 
valescent carrier. Therefore bacteriological examination is 
essential. Furthermore, general fitness must be regained, 
and this may not occur until after the organism has dis- 
appeared from the site of attack. 

Dysentery.—The commonest organism to attack people in 
Great Britain is Shigella sonnei, with Sh. flexneri and Sh. 
shigae types as comparatively rare invaders. Usually the 
organisms disappear from the stools in a few days, very 
occasionally persisting for a few weeks. In healthy subjects 
clinical symptoms usually subside in one to two days with 
proper treatment. If patients are old enough to realize that 
dysentery is spread by the faeces, and will wash their hands 
thoroughly after defaecation, they may return to normal 
duties. The law prevents them from handling food until 
bacteriological freedom is achieved, a precaution which is 
ideal for all. Practically, I have had no bad results from 
allowing many boys to return to school before bacterio- 
logical data are available. 

Whooping-cough.—It is difficult to write precisely about 
whooping-cough in this transition period, when the response 
to preventive inoculation and the results of treatment with 
new antibiotics are still largely unknown. We know that 


whooping-cough ceases to be infectious long before the 


cough stops; in. healthy children without catarrh the 
organism usually disappears from the droplets expelled in 
coughing within three weeks, so that isolation for a month 
suffices. This can be reduced for those who can control 


their cough. Children under 2 years of age catch whooping- . 


cough very ay, so this age group needs special a. 
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Meningococcal Infections.—These are rare, but as they 
occasion much alarm, especially when meningitis or septi- 
caemic symptoms arise, it is usually easy to isolate patients 
for “so long as the infecting organisms can be recovered 
from nasopharynx of patient or carrier.” Three negative 
swabs at intervals of two days should be obtained. 


Virus Diseases 


Virologists are now rapidly advancing our knowledge of 
the epidemiology of infectious virus diseases, particularly 
by culturing the viruses in the chick embryo. We have to 
try to translate the results of these laboratory researches 
into practical clinical rules. 

Mumps.—Henle observed 15 children who were artificially 
infected with mumps virus. Six of them developed clinical 
mumps and excreted virus two to six days before and up 
to the fourth day after the onset of illness. One with 
orchitis but no other manifestation excreted virus for two 
days, on the fifteenth and sixteenth days after exposure, 
and ten days before orchitis. Six of the eight who had clini- 
cally inapparent but serologically positive infections excreted 
virus for one to nine days, beginning on the fifteenth and 
sixteenth days after exposure. These new observations con- 
firm our current practice of assuming that mumps is not 
infectious in the first fortnight of the incubation period, 
and that a short period of isolation is desirable.- In one 
epidemic I discharged 14 boys between the tenth and 
fifteenth days of disease; without causing infection they 
mixed freely with 25 close relatives who had no history 
of mumps. Immunity gained by inapparent infections (see 
British Medical Journal, 1952, 1, 912) explains why the 
disease spreads less than might be expected. 

Measles.—Although at present we do not know the exact 
period of communicability of measles, for some years I have 
discharged boys with uncomplicated measles four or five 
days after the temperature has become normal—that is, 
usually from the eighth to the twelfth day of the disease 
proper. If the children are fit no harm will come of this 
practice. 

Rubelia—In uncomplicated rubella isolation, except for 
the day dr two of the actual attack, is unnecessary. Occa- 
sionally, however, good observers have found that epidemics 
occur when the actual attack is severe and there are com- 
plications such as pneumonia ; these cases must be treated 
on their merits. Moreover, rubella in the first trimester of 
pregnancy may produce serious congenital deformities, and 
infected individuals ‘@hould be isolated from possibly preg- 
nant mothers for seven days after the rash appears. 


Chicken-pox.—Happily chicken-pox has not changed 


much since Heberden in the early part of the last century 
wrote so aptly: “The patients scarce suffer anything 
throughout the whole progress of this illness, except some 
languidness of strength and spirits and appetite, all which 


may probably be owing to the confining of themselves to. 


their chamber.” To-day others attempt to do the confining. 
Young patients are usually kept away from other children 
until the scabs have disappeared. The limitation of scratch- 
ing, by soothing lotions, daily baths, and shampooing when 
the poxes have scabbed, shortens the period of infectivity. 


Conclusion 


It is impossible to deal with every infection in detail. In 
many instances the possibility of spreading infection is long 
past before the patient is fit to be discharged. In making 
our decisions about isolation, we have to take into account 
all the factors, and, although I have urged much more 
freedom than in the past, both quarantine and isolation 
are necessary on occasions—for instance, in the protection 
of a child with a primary complex from measles—otherwise 
the acquisition of immunity is a positive sign of health. 

As a guide I have tabulated the quarantine and isolation 
periods of the commoner infectious diseases (Table III), 
but there are no hard-and-fast rules determining the length 


BRITISH 
JOURNAL 
III 
Disease Isolation 
Days 
Chicken-pox 21 Until scabs have disappeared and healed 
Common cold Variable: infection E greatest in the early 
Diphtheria 7 | becilll have disappeared fi 
nti! virulent ve Tom 
and secretions—usually less than 
wee 
Dysentery a 7 Until discharges free from organisms— 
usually a few days 
Typhoid group .. 21 Until repeated bacteriological examination of 
discharge shows the persistent absence of 
infecting organisms 
lenpetign 3 Until lesions are healed 
Influenza... _.. 3 Until the end of clinical symptoms 
Infective hepatitis 30 29 ” 
Measles .. 21 ” 
21° days or until’ catarrh has disappeared 
or -until ca 5 
f whichever is the longer 
Poliomyelitis and 
polio-encephali 21 clinical symptoms have 
ppeare 
Rubella .. 21 
malipox.. — 21 Until scabs and crusts have disappeared 
Streptococcal infec- 
tion, incl 
scarlet fever 7 Until infecting organism has disappeared from 
+ the throat; a month is usually sufficient, 
and shorter if sulphonamide or penicillin 
has been effective 


of quarantine and still less so the periods of isolation. 
Bacteriological tests are often of value and should be used 
when they will cut down the time of isolation. Whereas 
in the past quarantine was usual, now surveillance is be- 
coming increasingly common even among patients who have 
been exposed to smallpox and tuberculosis. Surveillance, 
if promptly applied, leads to early diagnosis without limit- 
ing the movements of the subject. 

Those who fight to maintain quarantine, even of subjects — 
who have had a previous attack, often say that these indi- 
viduals can carry the disease; for example, nurses who 
have had an attack of measles are often not allowed to 
go back on duty if they have been exposed. Although the 
experiment has not been organized, the general practitioner 
going from case to case in his daily work is the best example 
to show that infections are not carried in this way. The 
control of infectious diseases is a biological and social 
problem, and can be achieved better if we understand the 
natural history of the disease we wish to control. 


Next Refresher Course Article.—‘Lacerations of the 
Hand,” by Mr. R. G. Pulvertaft. 


John Sheldon, the bicentenary of whose birth falls on 
July 6, was a remarkable character. He lectured on 
anatomy at the Great Windmill Street School under William 
Hunter, and in 1782 succeeded him as professor of anatomy 
to the Royal Academy. He made important studies of the 
lymphatics and devoted much attention to the art of em- 
balming. In this latter connexion Sir D’Arcy Power writes 
(Selected Papers, 1931, p. 274) : “ When his mistress, whom 
he had picked up in Oxford Street, died of phthisis, he 
embalmed her and kept her in his bedroom until the lady 
he afterwards married turned her out. She is now stowed 
away in a back room of the Royal College of Surgeons, 
where I often visit her.” Unfortunately the lady was 
destroyed with many other treasures when the College was 
bombed in 1941. Sheldon went up with Blanchard in the 
latter’s second balloon ascent in England in October, 1784, 
being the first Englishman to ascend in a balloon (the Scots- 
man, James Tytler, ascended in a balloon of his own con- 
struction two months earlier). Sheldon devised a method 
of catching whales with a poisoned harpoon, and made 
a voyage to Greenland to test its efficacy. He died in 
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JOINT MEETING OF ORTHOPAEDIC 
ASSOCIATIONS 


Queen Elizabeth the Queen Mother attended the inaugural 
ceremony of the first Joint Meeting of Orthopaedic Associa- 
tions of the English-Speaking World at Senate House, 
University of London, on June 30. The Queen Mother and 
the presidents and members of the various orthopaedic asso- 
ciations were welcomed by the Chancellor of the University, 
the Earl of Athlone. Sir Reginald Watson-Jones, president 
of the British Orthopaedic Association, said that this meet- 
ing was a great event for orthopaedic surgery. He then read 
telegrams of welcome from the Queen and from Common- 
wealth Prime Ministers. 


Queen Mother’s Address 


In addressing the meeting the Queen Mother declared that 
she was delighted to be present at this gathering of ortho- 
paedic surgeons for the first time assembled in London from 
every part of the English-speaking world. There should 
indeed be no frontiers between nations in the common 
humanity of healing, for there was but the common measure 
of man’s need. Recalling the derivation of the word ortho- 
paedic, from the Greek words meaning “ straight child,” 
she said that children had from the earliest times been 
the object of the endeavours of orthopaedic surgeons. In 
former times children so handicapped that they could not 
stand or walk were condemned to isolation and reproach. 
Now they were treated in open-air hospitals and at the 
same time were educated and trained. That was perhaps 
the greatest contribution of orthopaedic surgeons. They 
had restored disabled children physically and at the same 
time enabled them to lead a full life. To-day, however, the 
scope of the work of orthopaedics had widened ; it embraced 
not only children but grown men and women in all walks 
of life. It had to do with standing, and walking, with play- 
ing and working. It was the task of orthopaedic surgeons 
to mend broken limbs and nerves, to loose the chains of 
arthritis and paralysis, and to study rehabilitation. 

After her speech the Queen Mother presented jewels of 
office to the presidents of the visiting orthopaedic associa- 
tions: Dr. Fremont A. Chandler (U.S.A.), Dr. R. Graham 
Huckell (Canada), Mr. Esmond F. West (Australia), 


(Photo by The Times 


Mr. Alexander Gillies (New Zealand), and Mr. G. Tom 
du Toit (South Africa). Lord Woolton, Lord President 
of the Council, welcomed the members of the conference. 
on behalf of the Government. 


KING EDWARD’S HOSPITAL FUND 
FOR LONDON 
The Duke oF GLOUCESTER presided at the 55th annual 


- meeting of King Edward’s Hospital Fund for London at 


St. James’s Palace, on June 25, In his address he declared 
that the main lines of the present phase of the Fund’s 
work were becoming fairly clearly defined. It was still con- 
sidered well worth while to continue making direct grants 
to hospitals. But to-day grants were mostly for compara- 
tively small amounts, as the whole position was governed by 
the shortage of steel and other material. In the meantime 
there had been expansion in other directions. 


Administrative Staff College 


Last year the Administrative Staff College at Palace Court 
and the School of Hospital Catering at St. Pancras had been 
opened. Those who had attended courses at the Staff 
College had been quick to acknowledge the stimulus found 
there ; trainees on a two-year course were also full of enthus- 
iasm. The School of Catering had been fully booked up 
with catering officers and cooks. A special series of 
bursaries was now being offered to attract able young 
women with domestic science or other qualifications to work 
as hospital catering officers. 


Hospital Accounting 
The Fund was now about to submit to the Ministry of 
Health the conclusions of their investigation into cost 
accounting in hospitals. This had been a considerable 
undertaking, as it had involved the experimental operation 
of different systems of costing over an appreciable period 
in some 60 different hospitals. There was general agree- 
ment that a vast improvement in hospital accountancy was 

within sight. 

The Duke also mentioned a course designed to bring “a 
fresh approach to the work of the hospital matron,” for 
which preparations were now being made. 
~'- This would take account of recent changes 
in outlook on the technique of manage- 
ment. Two more homes for the aged sick 
had been opened recently, and work on 

others was in progress. 


Finances of the Fund 


In his statement on the finances of the 
Fund, the treasurer, Sir E>warp PEACocK, 
-said that the total receipts during the year 
had come to over half a million pounds ; 
income from investments and property 
alone had been £278,779. Capital funds 
had benefited during the last year or two 
by £280,000 from Lord Wakefield’s 
bequest, and other legacies for general 
purposes had amounted to £131,000 during 
the year. Grants to hospitals and conva- 
lescent homes had been £170,000, and over 
£132,000 had been expended on setting up 
and administering special services. The 
latter had included much of the initial 
cost of the School of Hospital Catering 
and part of the cost of the Administra- 
tive Staff College. 

Other speakers, before a distinguished 
gathering of doctors and laymen, were 


fey Queen Mother at the Joint Meeting of Orthopaedic Associations. With es Sir E P v;. chairman. of the 


the Earl of Athlone and Sir Reginald Watson-Jones. In the 
_ Princess Alice, Countess of Athlone. 


management committee, and Mr. MALCOLM 
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McCorquopaLe, M.P., chairman of the Hospital Admini- 
strative Staff College, who said that during the first year 
112 administrative officers had attended courses. It had 
always been the intention to use the College for the study 
of hospital problems as well as for instruction, and.a group 
was now investigating “the best use of hospital beds.” 
Mr. J. W. Bowen, chairman of the N.E. Metropolitan 
Regional Hospital Board, voiced the hospitals’ gratitude 
for the help of the Fund. Sir Georce AYLWEN moved 
the vote of thanks to the Duke of Gloucester, and Mr. B. 
SANGSTER SIMMONDS. seconded it. 


SPECIAL UNITS FOR TREATING BURNS 


As a matter of urgency regional hospital boards and boards 
of governors are asked by the Ministry of Health (R.H.B. (52) 
69) to consider the establishment of special units for the 
treatment of burns in each hospital region. The units are 
intended to meet the ordinary peacetime needs of the 
regions and to act as centres for disseminating to hospitals 
information about newer methods of treatment and for 
giving Civil Defence instruction on burns. 

It is calculated that there are likely to be 17,500 patients 
suffering from burns or scalds who require admission to 
hospital in England and Wales in any one year—i.e., one case 
per 25,000 population. If an even distribution of these cases 
and an average stay in hospital of 35 days be assumed, each 
hospital region would require and must already be using 
at least one bed per 25,000 population to provide a com- 
plete service and proportionately more if the average stay 
is longer, as it is generally believed to be. 

As a start the Ministry recommends the establishment in 
each region of one unit of at least 20-30 beds. If there is 
already one such unit in the region, the addition of a further 
unit is favoured. The units should be sited in centres 
where burns are most likely to occur—i.e., in industrial and 
heavily populated areas. Future development of the service 
will be guided by the results obtained in the units and the 
extent to which they are used. 


Nova et Vetera 


— 


LEONARDO AS WRITER 


The quincentenary of the birth of Leonardo da Vinci on 
April 15 was marked in the Journal by a leading article 
and the reproduction of one of his anatomical drawings, 
“The Child in the Womb.” The article began by stating 
that he acquired no Latin, and went on to comment that “in 
his notebooks, five thousand pages of which survive, his 
literary standard is surprisingly low.” Mr. Edward 
MacCurdy, of Ashtead, Surrey, well known as the author 
of a number of books on Leonardo, and as editor of his 
Note Books (1906, 1938), criticizes these two statements as 
follows. 

The leading article on Leonardo da Vinci (April 12, p. 804) 
contains two statements on which I would ask to be allowed to 
régister a protest. The first is that Leonardo had acquired no 
Latin. I do not know what the evidence in support of this state- 
ment is, but I find it surprising in view of the fact that Latin 
authors are frequently referred to and quoted from in his manu- 
scripts. In a list of some 40 volumes to be found on a page 
of the Codice Atlantico (fol. 210 r. a), which are believed to have 
formed a part of his library, they occur in considerable number 
and only those of the better-known classical authors had appearec’ 
in Italian translations. 

A passage in fol. 71 r. a of the same MS. in which he apostro- 
phizes time as the consumer of all things, instancing a vision of 
Helen looking in her mirror and there seeing the withered 
wrinkles which old age had made in her -face, weeping. and 
wondering; to herself why ever she had twice been carried away, 
had long ranked as an example of his literary power, until an 


Italian scholar discovered the source of it in some lines in 
Ovid’s Metamorphoses, Book XV, Il. 232-6. Leonarde had been 
so impressed by the beauty of the lines that he had written them 
in Italian in one of his notebooks—where is much other matter 
that is not original, among the rest notes on instruments of war- 
fare from the De re militari of Roberto Valturio, which are 
there translated. 

The second statement to which I would take exception is that 
“in his notebooks . . . his literary standard is surprisingly low.” 
This is hard to refute in the space at my disposal. Much of the 
original matter is a record of investigations of natural phenomena, 
written entirely without thought of its effect upon a possible 
reader; but of the clarity of the expression of his thought, its 
serenity, and its profundity a few brief excerpts from the vast 
treasury must suffice: 

“The soul desires to dwell in the body because without the 
members of that body it can neither act nor feel.” 

“ Tears come from the heart, not from the brain.” 

“In youth acquire that which may requite you for the depriva- 
tions of old age; and if you are mindful that old age has wisdom 
for its food, you will so exert yourself in youth that your old 
age will not lack sustenance.” 

“As a well-spent day brings happy sleep, so life well used 
brings happy death.” 

“ While I thought that I was learning how to live, I have been 
learning how to die.” 

To this our leader-writer has replied: 

It is the general view, with which I concur, that Leonardo’s 
knowledge of Latin: was never effective. It is usually said that he 
acquired such Latin as he had when about 40. References to 
Latin in the leader referred to his school years. With Latin, 
as with other languages, there is all the difference between a 
smattering and an effective reading knowledge. There is not the 
least evidence that the latter was ever within Leonardo’s powers. 

As to the “list of 40 volumes in the Codex Atlanticus,” it is 
not a list of volumes but of works. That he knew the names of 
authors and of their importance is no evidence that he had read 
them, and there is ample evidence that he had not. There are 
many other parallels in the manuscripts of Leonardo of such lists 
of tasks which he proposed to undertake but never achieved. ; 

As to the passage concerning Helen, it and the ideas in it were 
commonplaces in the later Middle Ages. 

As to Leonardo’s literary capacity I must differ. Leonardo 
had none of the elements of the literary man in his composition. 
I think it probable that the passages quoted in English were, in 
the original, imperfectly or ungrammatically expressed and in any 
event in dialect and not in any literary Italian of his day. Further- 
more, many of them, such as, “ Tears come from the heart, not 
from the brain,” are mere commonplaces. 

Mundinus was available to him in an Italian printed edition as 
well as in Italian manuscripts. Avicenna was certainly in part 
available in Italian. Moreover, Leonardo constantly confesses his 
ignorance of common technical anatomical terms and thus could 
have had little contact with medical books of his day. There 
is a suitable number of medical Italian texts of the fifteenth 
century, anatomical and other, to which Leonardo could have 
referred; these were quite adequate provision of such little 
knowledge of the “academic” anatomy of his day as he 
possessed, and moreover his “ academic” anatomy is often quite 
wrong, as in his treatment of sensus communis. 

The above remarks in no way derogate from Leonardo’s 
anatomical achievement; rather they add to it. 


Mr. MacCurdy, on reading this, was not convinced, and 
returned to the attack with further evidence and an omeeed 
tion of his earlier points: 


As to Leonardo’s knowledge of Latin, he was brought up in 
the house of his father and grandfather and had the usual 
opportunities of education. To suppose that this did not extend 
to a knowledge of Latin is to ignore the fact that, as is stated in 
your leading article, it was at the time the only medium of 
learning. 

Some pages of Latin declensions and conjugations and portions 
of a Latin-Italian glossary in MS. H of the Institut de France, 
written, as time references show, in and soon after his fortieth 
year, are thought to have been written for the purpose of instruc- 
tion, probably for some member of the House of Sforza. They 
go to show that he was already acquainted with the language. 

The passage which I cited concerning Helen, whether common- 
place or not, was always regarded as an original observation by 
Leonardo, until 36 years ago Gerolamo Calvi discovered it to be 
a translation of some lines in Ovid (Metamorphoses XV). The 
fact that Italian translations of the Latin classics had begun to be 
made when Leonardo was writing his notebooks is no proof that 
he always used them or indeed that he ever used them. There 
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were other Latin works of lesser note in the list of 40 books in the 
Codice Atlantico of which there were no translations in existence. 
It should be noted that in the letters purporting to be written 
from districts in Armenia which are to be found in the Codice 
Atlantico he uses the classical nomenclature of Ptolemy, and the 
numerous references to books in his MSS. show that he was in 
the habit of studying all classical and mediaeval authorities 
obtainable on the subjects in which he was interested. 

Benvenuto Cellini quotes a remark made to him by Francis 
the First, in whose service Leonardo passed the last years of his 
life, that he did not believe that there had ever been another 
man born into the world who had known as much as Leonardo, 
and this not only in matters concerning sculpture, painting, and 
architecture, but because he was a great philosopher. Is it 
reasonable to suppose that these words could be spoken of one 
who, as your Jeader-writer suggests, acquired such Latin as he 
had when he was about 40, and this in an age when, as he admits, 
it was the only medium of learning ? 

The question of Leonardo’s literary capacity is a matter of 
opinion and each of us is entitled to his own judgment. But 
to suggest that the passages quoted by me in English “ were, in 
the original, imperfectly or ungrammatically expresséd, and in any 
event in dialect and not in any literary Italian of his day,” is to 
invite criticism. Leonardo did not write in dialect. To the clarity 
of his language his editor Dr. Edmondo Solmi (LZ. da V. 


Frammenti Letterari e Filosofici) has borne emphatic testimony :- 


“ Sul labbro suo suonava il dolce idioma toscano ” (On his lips 
sounded the sweet Tuscan idiom). May I repeat two of my 
examples of this in the original ? 

“ Acquista cosa nella tua gioventi, che ristori i] danno della 
tua vecchiezza. E se tu intendi la vecchiezza aver per suo cibo la 
sapienza, adoprati in tal modo in gioventi; che a tal vecchiezza 
non manchi il nutrimento.” 

“Si come una giornata bene spesa da lieto dormire, cosi una 
vita bene usata da lieto morire.” 


To this the author of ow Jeader rejoins: 


I only need add very little. Leonardo’s vast and varied genius 
is_universaHy admitted. It seems odd that if to his numerous 
other qualities he had added literary talent (which I do not 
believe) there should be no phrase generally recognized as 
Leonardian. As to his knowledge of Latin—well, there is every 
degree of knowledge of a language. I should be surprised if 
any professed Latinist would be willing to rank Leonardo’s know- 
ledge as even medium for an educated man of his period. To 
me it seems that Leonardo’s literary weakness does much to 
explain the delay in the acknowledgment of his immense genius. 
I confess that passages quoted from Leonardo by Mr. MacCurd 
strike me as better expressed by others. 


Reports of Societies 


DR. SMITH-PETERSEN AT ROYAL SOCIETY 
OF MEDICINE 


At a crowded meeting of the Orthopaedic Section of the 
Royal Society of Medicine on June 25 Dr. M. N. Smitn- 
PETERSEN, of Boston, read a paper entitled, “ Lessons learned 
from 14 years’ experience with mould arthroplasty of the 
hip-joint.” 

Dr. Smith-Petersen recalled that the purpose of an arthro- 
plasty was to relieve pain and restore the greatest possible 
function to the joint. It was not possible to restore normal 
function, and the result. necessarily varied with the quality 
of the “ working stock,” as he termed the tissues involved 
in the reconstruction. The principles of his method of 
mould arthroplasty were to reshape the joint surfaces to 
form a joint as mechanically perfect as possible, and to 
“ guide ” repair by the insertion of a smooth-surfaced mould 
of inert metal between the moving parts. The mould was 
designed to move freely within the acetabulum and the 
femoral head moved freely within the mould. That the 
principle of guiding repair by a mould was sound was 
proved by histological studies of material removed at later 
operations or at necropsy. The articulating surfaces were 


_ found to be covered by smooth fibro-cartilage and sometimes 


even by hyaline articular cartilage. The stimulus to the 


formatign of this smooth cartilage on the surface of the 
‘bone was a combination of pressure with friction against 
the smooth hard surface of the mould. 


Operative Technique : 

Discussing the technique of operation, Dr. Smith-Petersen said 
that he favoured the anterior incision, reflecting the abductor 
muscles from the ilium and turning the rectus femoris down- 
wards. He preferred to isolate the lateral femoral cutaneous 
nerve and to divide it deliberately to prevent the possibility of 
pain from involvement of the nerve or its branches in the suture 
line. He still believed that it was wise to resect the synovial 
membrane as completely as possible. Its removal was equivalent 
to a neurectomy and he was satisfied that it reduced post-operative 
pain, even though the membrane always regenerated. He empha- 
sized the importance of reshaping the acetabulum as well as the 
head of the femur. There was a tendency to leave the acetabulum 
alone if its cavity appeared reasonably smooth; but the tempta- 
tion to do so should be resisted, for without careful reshaping 
of the acetabulum the new joint was mechanically unsound. He 
believed that neglect of this important step was a cause of 
indifferent results. In most cases it was of advantage to deepen 
the acetabulum, and one should not hesitate to deepen it to the 
extent of penetrating the wall of the pelvis if that was necessary 
to secure a sound mechanical joint. It was his practice to 
cauterize raw bone at the rim of the acetabulum and on the ilium 
because, although there was no scientific proof of it, he believed 
that new bone formation was thereby reduced. 

“ Revisions,” or secondary operations, might be necessary to 
improve the hip further, especially when the quality of the work- 
ing stock at the time of the primary operation was poor—as 
in rheumatoid arthritis and ankylosing spondylitis. Because 
further operations might be needed he believed firmly that as little 
of the head of the femur as possible should be removed. To this 
end degenerative cavities in the femoral head had often been 
packed with bone chips to avoid sacrificing too much bone. 

Referring to his results, Dr. Smith-Petersen reported a 
total of 1,039 arthroplasties, including 197 “revisions.” 
There had been only one operative death. Wound infec- 
tion had occurred in 42 cases. Improved methods of 
anaesthesia, transfusion during operation, and antibiotics 
had helped to make the operation safe even for old patients. 


Tributes to Dr. Smith-Petersen 


Before reading his paper Dr. Smith-Petersen was pre- 
sented with the diploma of Honorary Fellowship of the 
Royal Society of Medicine by the president of the Society, 
Lord WessB-JoHNSON. Making the presentation, Lord Webb- 
Johnson said that a great debt of gratitude was due to 
Dr, Smith-Petersen for his pioneer work, which had brought 
relief of pain to thousands. . 

At the conclusion of the meeting Mr. H. J. SEDDON also 
paid a warm tribute to Dr. Smith-Petersen. He had been. 
endowed, he said, with a mechanical genius which he had 
used to full advantage. He recalled the many contribu- 
tions that Dr. Smith-Petersen had made to orthopaedic 
surgery. They included the nailing of fractures of the 
neck of the femur, his exposure of the sacro-iliac joint 
for arthrodesis, his exposure of the hip-joint, his method 
of arthrodesis of the wrist, his mould arthroplasty of the 
hip, and, recently, his bold operation of osteotomy of the 
spine for fixed flexion deformity. 


SYMPOSIUM ON THE POSTERIOR PITUITARY 
GLAND 


The 34th Meeting of the Society for Endocrinology was 
held in the Physiological Laboratory, Cambridge, on June 
20. The programme took the form of a symposium on the 
posterior pituitary gland. Dr. G. W. Harris (Maudsley 
Hospital, London) was in the chair. Dr. P. A. JEWELL 
and Professor E. B. VERNEY gave a brief account of previous 
work in which it had been established that intracarotid 
injection of hypertonic sodium chloride solution results in 
release of the posterior pituitary antidiuretic hormone. 
Recent work had shown that the osmoreceptors do not lie 
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in the pars nervosa of the pituitary: the findings in an 
animal in which an internal carotid artery was tied intra- 
durally showed that the receptors lay in the prosencephalon. 

Dr. Mary Picxrorp described the chemical stimulation 
of the supraoptico-hypophysial system that follows injection 
of acetylcholine, nicotine, morphine, and ferritin. Intra- 
carotid injection of adrenaline given prior to an antidiuretic 
dose of acetylcholine regularly annulled the action of the 
latter. Application of  di-isopropylfluorophosphonate 
(D.F.P.) to the supraoptic nuclei rendered injections of 
acetylcholine temporarily ineffective, though morphine still 
prevented a high rate of urine flow. 


Active Extracts from the Neural Lobe 


Professor H. B. vaAN Dyke, from the Department of 
Pharmacology, College of Physicians and Surgeons, 
Columbia University, New York, read a paper on “The 
Properties of Active Extracts of the Neural Lobe of the 
Pituitary Body.” He and his colleagues had extracted a 
protein from the pars nervosa of the pituitary with the 
biological activities of both antidiuretic-vasopressor and 
oxytocic principles in about, the same ratio as they were 
found in the gland. Its molecular weight had been found 
to be about 30,000, and its biological activity was low 
(1 unit in 61 micrograms). Although there was evidence 
that oxytocic and antidiuretic activities were present in con- 
stant ratio and that the protein was homogeneous, the 
possibility of adsorption of highly active principles on to 
an inert protein molecule had not been excluded. The 
highly purified principles recently isolated by du Vigneaud 
and his co-workers were discussed: these were very active 
—1 unit of the oxytocic principle being contained in 1.25 
micrograms, and 1 unit of the antidiuretic-vasopressor 
principle in 1.6 micrograms. It was not yet possible to 
decide from the published investigations whether the neuro- 
hypophysis secreted a large molecule containing both 
oxytocic and antidiuretic-vasopressor principles, or smaller 
molecules of highly active principles. 

Professor H. HELLER discussed the older findings and more 
recent work on the.rapid inactivation of antidiuretic extracts 
by defibrinated blood, serum, and liver homogenate. When 
injected intravenously the antidiuretic activity of posterior 
pituitary extracts was found to disappear rapidly from the 
circulating blood. Recent unpublished experiments of 
Ginsburg and Heller had shown that the liver and kidney 
both play a part in the “clearance” of the antidiuretic 
principle : it would seem that, in addition to excreting it, 
the kidney also removes it by another as yet unknown 
process. 

Milk Ejection Reflex and Antidiuresis 


Mr, B. A. Cross described the evidence underlying the 
concept of a milk ejection reflex. The act of suckling 
stimulated a nervous reflex excitation of the posterior 
pituitary gland, and the secretion from this gland caused 
contraction of some element in the mammary gland and 
thus a positive ejection of milk from the mother to the 
young. Recent work with du Vigneaud’s highly active 
oxytocic and antidiuretic extracts indicated that the posterior 
pituitary principle associated with milk ejection was the 
oxytocic principle, and not a mixture of the two, as had 
been previously suggested. It had also been found that 
previous administration of adrenaline, or electrical. stimula- 
tion of the posterior region of the hypothalamus with 
resultant sympathetic excitation, would inhibit the milk 
ejectiun reflex. This represented, at least in part, an action 
of adrenaline on mammary tissue. 

Dr. A. G. Lewis said that after 18 hours’ dehydration a 
normal subject had posterior pituitary hormone in the circu- 
lation with an activity of approximately 20 mU “ pitressin.” 
Direct assay in the human subject had shown that human 
serum contained less than 0.1 mU/ml. after 12 hours’ dehy- 
dration. Emotional stimuli, the intravenous infusion of 
acetylcholine or of hypertonic saline, nicotine, morphine, 
anaesthesia and surgical operations, and syncope might all 
cause large releases of the antidiuretic hormone in man. 


Dr. J. E. Cates described the investigation, in collaboration 
with Dr. O. Garrod, of fifteen patients with diabetes 
insipidus. Pitressin tests separated the rare pitressin- 
resistant cases. Nicotine injected intravenously caused little 
or no antidiuresis when given in doses large enough to cause 
antidiuresis in normal subjects ; larger doses usually caused 
some antidiuresis. The response to large doses suggested 
that the lesion to the supraoptico-hypophysial system was 


often not complete. 


Preparations and Appliances 


A’ GESTATION CALCULATOR 


Dr. F. ScHMELz, obstetric surgeon, Sheppey General 
Hospital, writes: The calculation of dates in pregnancy is 
often time-consuming and fraught with errors. I have had 
a calculator made of anodized aluminium, 9} in. (24 cm.) 
diameter, which is large enough to make quick calculation 
at the doctor’s surgery or the antenatal clinic possible. It 
has been made for me by Down Bros. and Mayer and 
Phelps, Ltd., 32/34, New Cavendish Street, W.1, from whom 
it can be obtained. It consists of two metal disks and a 


cursor rotating on a common axis. The larger disk is 
divided by 365 lines, for each day of the calendar. Cor- 
responding to these lines, the smaller disk has divisions for 
the 52 weeks of the year. Zero, 20 weeks (half-term), and 
40 weeks (full-term) are clearly marked. When the smaller 
disk is rotated so that the arrow marking zero points to 
the first day of the last menstrual period, the date of any 
week of pregnancy can be immediately read and the red 
line at 40 weeks shows up the expected date. To make the 
date of examination more obvious a “ perspex” cursor with . 
hair-line has been fitted to the calculator. The cursor 
should be set so that its hair-line covers the date of exam- ~ 
ination at the antenatal clinic. When now the smaller disk 
is rotated as described, the hair-line on the cursor will 
clearly indicate the week of pregnancy on that day. 

The instrument is most useful in cases of doubtful dates: 
for instance, in one case no history could be elicited from 
the patient, nor was the abdominal examination conclusive, 
but the patient had been examined elsewhere in early preg- 
nancy and the estimated week of pregnancy on that date 
was known. The two dates were made to correspond on 
the two disks and the duration of pregnancy on the day 
of re-examination and the probable term could be read at 
once. The use of the calculator can be easily learnt by any 
nurse, and I find it a great help in the antenatal clinic. 
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Correspondence 


Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 
Anatomical Nomenclature 

Sir,—At the International Congress of Anatomists held 
at Oxford in the summer of 1950 it was resolved to set up 
a committee, comprising three members from each of the 
countries (or groups of countries) represented, to make 
recommendations to the Congress to be held in 1955 in 
France for the establishment of an agreed international 
anatomical nomenclature. 


Hitherto there has not been an agreed international nomen- 
clature. The Basel Nomina Anatomica (1895), though now 
adopted by most countries, was, essentially the work of a 
small committee of exceptionally able German anatomists, and 
the fact that one British and one Italian anatomist were co-opted 
during its preparation did not make the B.N.A. an agreed inter- 
national nomenclature. In 1933 the Anatomical Society of Great 
Britain and Ireland approved the revision of the B.N.A. carried 
out by British anatomists with the intention of bringing it up to 
date, and this revision has been in use in the anatomy depart- 
ments of universities and medical schools in this country for 
nearly 20 years. The corresponding German society (Deutscher 
Anatomischer Gesellschaft), working quite independently, pub- 
lished its own revision of the B.N.A. in 1936. Since then 


advances in knowledge, particularly in the section of neurology, ' 


have made it desirable for the whole position to be reviewed 
with the authority attached to an international committee of 
anatomists. 

With the sympathetic and material support of Unesco and its 
appropriate branch, the Council for the Coordination of Inter- 
national Congresses of Medical Sciences, it proved possible to 
hold a meeting in London of one duly accredited representative 
from each country (or group of countries) concerned. This meet- 
ing was held in the week May 26 to 31, when representatives 
were present from France (representing Belgium and French- 
speaking Swiss anatomists), Germany (representing Austrian and 
German-speaking Swiss anatomists), Great Britain (representing 
British, Irish, and Commonwealth anatomists), Holland, Italy, 
Scandinavia, Spain, and Portugal (including the Spanish and 
Portuguese-speaking countries of South America), and the U.S.A. 
An invitation had been issued to the anatomists of the U.S.S.R., 
but no representative attended. 

The principal object of this meeting was to determine whether 


» the proposal to attempt to establish an agreed international 


anatomical nomenclature at the present time was in fact practic- 
able, and the matters discussed were to a very large extent 
matters of principle. Throughout all the six sessions that were 
held there was an atmosphere of cordiality and friendship which 
was not only encouraging but expressed itself in a willingness to 
compromise whenever compromise could be considered: reasonable 


-and justifiable. As a result the committee came to the conclusion 


that the establishment of an agreed nomenclature was a practic- 
able proposition, and it was decided to proceed therewith. 

As a first step it was agreed unanimously that the B.N.A. (1895) 
should form the basis for the new nomenclature, and that the 
changes to be effected in it should be restricted as far as possible 
to those considered essential. The principles which had been 
adopted in the B.N.A. were fully discussed and, with a number 
of minor modifications, were unanimously adopted. Further, it 
‘was unanimously agreed that each country should be at liberty 
to translate the official term, which would be in ‘Latin, into its 
own vernacular for teaching purposes, if it desired to do so, 
but the committee was very strongly of the opinion that in 
scientific publications, in anatomical or other medical journals, it 
was most desirable that the official Latin terms should be used— 
especially in the titles—to avoid ambiguity or uncertainty. The 
detailed work will be carried out by a series of subcommittees, and 
it was agreed to make a special effort to submit a report to the 
oe Congress of Anatomists to be held in France in 


While the committee felt that the revision of anatomical 
nomenclature was properly the responsibility of anatomists, 
they were well aware that it was most important to obtain 
the sympathetic co-operation of all who are actively 
concerned with the teaching of medical students in any 


branches of medical science, for it would patently be absurd 
to lay down for anatomists that each structure in the body 
should be designated by one term only if no attempt were 
made to persuade physiologists, pathologists, clinicians, and 
others concerned to use the same term. It.is therefore 
hoped that those who are interested in this matter will com- 
municate their views to the writer and he will gladly under-. 
take to put them before the appropriate committee. 

In an endeavour to make known as widely as possible 
that this revision of the B.N.A. will be an agreed inter- 
national anatomical nomenclature in actual fact, each 
member of the committee has undertaken to make a similar 
communication to this in the responsible medical journal or 
journals in his own country and to forward such communi- 
cations as he may receive to the writer. 

Anatomists are most anxious to avoid antagonizing any 
of their colleagues, and they earnestly seek their co-operation 
both now and in the future. The B.N.A. (1895) has been 
gradually adopted in this country, and the aim of the com- 
mittee is to restrict changes to be effected in it to the 
‘minimum, while recognizing that in some respects, and 
especially in the central nervous system, the B.N.A. is out- 
dated. It is apparent that such changes as it may prove 
necessary to introduce will take time to become absorbed 
into general medical terminology, but such terms as “ dorsal 
vertebrae, Poupart’s ligament, musculo-spiral nerve, and 
internal lateral ligament of the knee-joint ” have in the space 
of 40 years almost entirely been replaced in the country by 
the terms “thoracic vertebrae, inguinal ligament, fadial 
nerve, and medial ligament of the knee-joint,” respectively. 
—I am, etc., 


Guy’s Hospital, London, S.E.1. T. B. JOHNSTON. 


Sickle-cell Trait in Africans 


Sir,—We have just seen the article by Drs. D. B. Jelliffe 
and John Humphreys (February 23, p. 405) and your lead- 
ing article (p. 426) on sickle-cell trait. ‘ 

Surely, Sir, it is incorrect to say that sickle-cell anaemia 
is absent or rare in the negroes of Africa. Numerous cases 
have been reported from the Belgian Congo (Parent, 1950; 
Van den Bergh and Janssen, 1950 ; Lambotte-Legrand, J. and 
C., 1951), from South Africa (Grek and Findlay, 1951), and 
from the West Coast of Africa (Edington, 1951). We 
have reported cases from Kenya (Foy, Kondi, and Brass, 
1951). It is our opinion that many mort will be found once 
they are looked for and the differentiation between the 
trait and the anaemia established as a routine procedure in 
surveys. 

We do not think that the presence of foetal haemoglobin 
in babies is likely to affect those tests for sickling which 
depend upon the use of powerful reducing agents. 


We have recently completed a survey of anaemias and sickling 
in the various. negro tribes of Portuguese East Africa. In the 
north of the territory there are two tribes, the Makuas and the 
Makondas, which have sickling rates of 38% and 40% respec- 
tively. In 210 examinations from these two tribes we found 82 
cases that show sickling, and, of these, nine had sickle-cell 
anaemia. Of these nine, eight were infants under 2 years of 
age; there was one adult aged 18 years (Foy ef al., in press). 
Similar findings occur in the Belgian Congo and the U.S.A., and 
we cannot understand the low incidence of sickle-cell anaemia 
that Dr. Jelliffe reported from West Africa, where sickling rates 
vary from 15 to 30%. 

On physicochemical as well as on genetical grounds it is extra- 
ordinary that sickle-cell anaemia should be absent or rare in 
communities that have high sickling rates (Africa) and yet abun- 
dant in communities that have low sickling rates, such as the 
US. We cannot agree with the suggestion that this may be 
due to admixture with Caucasian blood, since this is not borne 
out by the incidence of sickle-cell anaemia in those ‘African 
territories we have investigated. 

That sickle-cell anaemia occurs in individuals only one of whose 
parents has the trait, or the anaemia, as we reported from 
Greece (Foy, Kondi, and Alexandrides, 1951), can perhaps now 
be accounted for by the findings of Kaplan ef al. (1981) of 2 new 
type a that they have provisionally named haemo- 
globin 


. 
tion or 
etes 
ittle 
ause 
ised 
sted 
was 
eral 
y is 
had 
cm.) 
It 
‘ 
‘ 
for ay 
and 
iller 
to 
any 
red 
the 
with . : 
rsor 
am- : 
disk 
will 
tes: 
rom 
sive, 
reg- 
date 
on 
day 
i at 
any . 


42 Sury 5, 1952 


CORRESPONDENCE , 


Elsewhere we have shown (Foy and Kondi, 1951) that sickle- 
cell anaemia can be differentiated from sickle-cell trait by at least 
two simple tests which are quite capable of being used in the field. 
They are: ; 

() The development of long filamentous processes on the 
red cells after 12 hours or less at 37° C. in cases of sickle-cell 
anaemia and the absence of such processes in sickle-cell trait. 
— finding of sickle cells in direct smears from peripheral 


Method (i) has now been used in the U.S.A. (Kaplan et al., 
1951) and the Belgian Congo. We should be surprised if, with 
these methods in use, sickle-cell anaemia should continue to elude 

As in Kenya, so also in the Belgian Congo and Portuguese 
East Africa, the bulk of the cases of sickle-cell anaemia are found 
in infants and young children. From our experiences in Kenya 
and Portuguese East Africa we think that sickle-cell anaemia is 
not only an important cause of death per se, but also an important 
contributory cause when associated with other diseases. Of the 
three cases of sickle-cell anaemia reported by us in 1951, all are 
now dead. 

Regarding the question of death rates and the causes of death 
in African infants, it is safe to say that extremely little is known 
about this subject. Africa is littered with the graves of babies the 
cause of whose death can never be guessed at. They are buried in 
the bush, under the floors of their huts, and in numerous other 
outlandish places. It is also safe to say that outside the urban 
areas—and very often within them too—births and deaths are 
frequently not even known to medical officers. Doctors working 
overseas, especially in Africa, are generally far too overworked 
to be able to do necropsies on anything but an infinitesimal 
number of infants, and all too few of them have the facilities to 


“be able to decide whether the case has died from anaemia, 


let alone sickle-cell anaemia. Our own experience, and that of 
others working in Africa, is that anaemia is very common among 
African infants; how much of this is sickle cell is a question 
that only time and further work can decide. For all we know 
there may be a veritable “ slaughter of the innocents ” (Lehmann, 
1952) from sickle-cell anaemia, which might easily be quite 
unknown. 


Until reliable figures are forthcoming regarding the causes 
of death among African infants it will be impossible to say 
just how important sickle-cell anaemia is as a cause of 
infant mortality—We are, etc., 

Henry Foy. 


Wellcome Trust Research Laboratories, ATHENA KONDI. 
Nairobi. 
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Sirn,—We have only to-day had the opportunity of read- 
ing the stimulating criticisms by Dr. J. M. Vandepitte (April 
26, p. 920) and Drs. Foy and Kondi of our article entitled 
“The Sickle-cell Trait in Western Nigeria” (February 23, 
p. 405). 

It would seem that there are at the moment two views as to 
the commonness or otherwise of sickle-cell anaemia in tropical 
Africa. On one hand the Lambotte-Legrands and Vandepitte in 
the Belgian Congo, together with Foy and his associates in Kenya 
(in E. Afr. med. J.), maintain that the disease is very common, 
occurring especially in infancy and having a high mortality. On 
the other, in Ibadan this has not been our experience—although 
we have been very sickle-cell conscious for the past two years— 
and the weight of evidence from other workers in trans-Saharan 
Africa would seem to support our findings. Notably the studies 
of Lehmann and Raper in Uganda, Beet in Northern Rhodesia, 
and Mackey in Tanganyika may be cited as typical. 

In Ibadan during the last 18 months only 22 cases of sickle- 
cell anaemia have been diagnosed in children. The majority of 
these were of the 5-10-year age group, although two were below 
18 months and two were under 1 year. In a town the size of 


'‘ Ibadan, with a population estimated at about half a million, and 
with 23.7% trait carriers, one would expect to see cases of the 


anaemia in large numbers if the heterozygous-homozygous theory 
were correct. If the views of Dra. Lambotte-Legrand and 
Vandepitte are correct we must be’ missing hundreds of cases 

a year.- While it is our opinion that some examples of the 
anaemia must undoubtedly be overlooked, that such large 
numbers are not noticed seems to us unlikely. 

The Belgian Congo workers seem to have found many of their 
cases during the first 18 months of life. This is a period of 
great diagnostic difficulty in African children, at least in Ibadan, 
when chronic malaria (with hepato-splenomegaly, severe anaemia, 
and icterus or subicterus) and malnutrition (with hepatomegaly 
and anaemia) are the rule. Under these circumstances an incon- 
trovertible diagnosis of sickle-cell anaemia under African labora- 
tory conditions is, in our opinion, a matter of considerable 
difficulty. The Lambotte-Legrands particularly stress the common- 
ness of swellings of the digits, the hands, and the feet (“ gonfle- 
ments’*’) as being seen “in the majority of cases.” This form 
of dactylitis, admirably illustrated in their monograph on this 
subject, could hardly have been missed in Ibadan, whereas it can 
be categorically stated that the condition is only very rarely seen. 
Two examples have been noted in the last six months. One 
could certainly be attributed to sickle-cell anaemia, while the 
other was felt to be due to congenital syphilis. 

In our opinion the Lambotte-Legrands have performed a 
valuable service by refocusing attention on the possibility of 
sickle-cell anaemia occurring in very young infants and by 
re-emphasizing that dactylitis can occur in this disease, a fact 
long appreciated by American paediatricians in the Southern 
States. 

In answer to Drs. Foy and Kondi, it is not our contention 

that sickle-cell anaemia is absent among the negro population of 
tropical Africa: in fact we feel that, with the increased interest 
in this disease complex. and with slowly improving laboratory 
and medical facilities, many more cases will be recorded in 
the near future. Nevertheless it has been our experience in 
Ibadan that examples of sickle-cell anaemia are definitely 
uncommon, especially when considering the huge pool of 
sicklaemics present in the area. The contrast between the inci- 
dence in Western Nigeria’and in the Southern States seemed quite 
striking to one of us who worked for a while in Louisiana last 
year. 
Much needed in this complicated problem is a reliable field 
test to differentiate the anaemia from the trait—obviously such 
elaborate methods as the survival of transfused red blood 
corpuscles, etc., are out of the question. In this context Dr. Foy 
and his co-workers in Nairobi have made two very important 
suggestions, which, if found to be absolutely reliable, may 
simplify matters. First, they consider that the morphology of 
the actual sickled cells is diagnostic—the long filamentous forms 
being, in their opinion, pathognomonic of the anaemia. Secondly, 
they are of the opinion that the presence of sickled cells in 
ordinary stained thin blood films is indicative of the anaemia as 
opposed to the trait. 

Since reading of this work we have been on the watch for these 
phenomena, and we would agree that in our Ibadan cases the 
filamentous or “ trypanosome-like ”’ forms are characteristic of 
the anaemia while the compact regular semi-lunar sickle cells are 
characteristic of the trait. We have, however, seen cases of 
anaemia without definite filament formation, but with bizarre 
holly-leaf forms *predominating. It must be noted that we are in 
the habit of using the simple in vitro method of Scriver and 
Waugh. Possibly if we had used one of the “ rapid ”’ techniques 
with a chemical or’ bacterial reducing agent filament production 
might have occurred in all cases of anaemia. If this test is 
statistically proved to be reliable, it will be of the utmost value 
and will solve the problem of differentiating sickle-cell anaemia. . 
from sicklaemia. 

That the infant mortality in tropical Africa is appallingly high 
is a commonplace, and certainly the vast majority of deaths are 
‘not investigated adequately. Nevertheless it is not necessary to 
invoke sickle-cell anaemia as an important cause. It is more 
likely, in our opinion, that gastro-enteritis, respiratory tract infec- 
tion, and other diseases associated with filth, poverty, and ignor- 
ance are to blame. Similar infant mortalities occur in backward 
tropical countries outside Africa. That anaemia is common in 
African infants in the first years of life is indubitable. In Ibadan, 
one would assess the average haemoglobin as being between 50 
and 60% in children between the ages of 4 months and 2 
years. The aetiology is complex, numerous factors taking part, 
including prematurity (the average Yoruba birth weight in Ibadan 
is 6 lb. 5 oz. (2.86 kg.) ), and almost complete lack of iron in the 
food, universal chronic malaria, etc. 


Although we realize very well that the complicated and 
overlapping problems of African infancy are only beginning - 
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to be understood, and while we agree emphatically that 
much more work is urgently required on this important 
problem in order to map out more clearly and precisely the 
importance of sickle-cell anaemia in African children, never- 
theless it has been our impréssion to date, with techniques 
at present available, that this condition is certainly far from 
common, at least among the Yoruba of Western Nigeria.— 
We are, etc., 
D. B. JELLIFFE. 

Ibadan, Nigeria. JOHN HUMPHREYS. 
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Rigors in Subtertian Malaria 


Sir,—Concerning Dr. W. E. Laufer’s paper, “ Some Obser- 
vations on Subtertian Malaria” (June 14, p. 1281), I should 
like to comment on one important point: rigors. In Dr. 
Laufer’s series rigors occurred in about two-thirds of the 
cases. In my experience with malaria therapy at Horton 
the proportion has been very much lower than this, rigors 
having been observed in subtertian malaria only on rare 
occasions except in advanced and fulminating cases. 


In the practice of malaria therapy at Horton we have infected 
hundreds of cases, using strains of subtertian from many parts of 
tropical and sub-tropical regions. In the few cases where rigors 
have occurred they have been in patients, usually primary cases, 
on or beyond the seventh day of an untreated attack. It has been 
my experience that when a rigor does occur in subtertian malaria 
a careful search of a blood film will reveal some developing 
asexual parasites. These are easily recognized by having one, or 
at most two, solid blocks of black pigment situated at the 
periphery of the cytoplasm. In all other species of human 
malaria parasites beyond the half-grown stage the number of 
grains of pigment exceed 20. It would therefore seem that rigors 
in subtertian malaria are associated with segmenting parasites in 
the peripheral circulation. Based on many years of experience in 
the practice of malaria therapy with subtertian malaria, the 
finding of developing forms in the peripheral blood has for long 
been looked upon as a danger signal and antimalarial drugs have 
always been given when these were found. Conversely, if a 
patient should develop a definite rigor, this, too, has been looked 
upon as a danger signal and a careful search of a blood film has 
usually revealed some developing pigmented asexual parasites. I 
have not infrequently heard the remark, “I didn’t think the fever 
could have been malarial because the patient has not had any 
rigors.” Surely it was to subtertian malaria that Manson was 
referring when he preached, ‘‘ What one sees in the peripheral 


circulation is only a reflection of the drama which is occurring 


in the internal circulation.” 

Finally, full-blooded rigors are a feature of benign tertian 
malaria, and as one who has experienced numerous attacks 
due to all four species of human malaria parasites I have 
no hesitation in stating that there is more physical distress 
during an attack of benign tertian than there is with either 
subtertian, ovale, or quartan malaria. Here, also, is a 
further warning, because, since the symptoms in subtertian 
are often less severe than in benign tertian, subtertian 
malaria may not receive, the immediate and drastic treatment 


which it demands.—I am, etc., 
Malaria Reference Laboratory, P. G. SHUTE, 
Horton. Assistant Director. 


BIBLIOGRAPHY 


Shute, P. G. (1945). Postgrad. med. J., 21, 47. 
— (1951). British Medical Journal, 2, 1280. 


Left-sided Appendicitis 


Sir,—Mr. Maurice Hershman’s account (June 21, p. 1357) 
of a case of left-sided appendicitis, coupled with the apparent 
rarity of this cendition, prompts me to describe a further 
case which came under our care recently. 

A man aged 45 was admitted to hospital with a five-day history 
of pain in the left iliac fossa, vomiting, and constipation. On 
examination there was a tender inflammatory mass in the left iliac 


fossa and some distension of the lower abdomen. No other 


abnormal physical signs were elicited and a tentative diagnosis 
of diverticulitis of the pelvic colon was made. The patient was 


treated with a course of penicillin and sulphonamides and the 
mass gradually subsided. Barium studies, however, performed 
during the convalescent period revealed a condition of reversed 
rotation of the mid gut—the caecum and terminal ileum, lying 
on the left side.. We were therefore obliged to reconsider our 
diagnosis. Three months later the patient returned to hospital, 
and via a left grid incision a small fibrotic appendix was recovered 
from the remains of an appendix abscess. 

—I am, etc., 


Isleworth, Middlesex. 


Doucias W. THomMas. 


Sir,—I am as surprised as Mr. Maurice Hershman was. 
(June 21, p. 1357) that so few cases of left-sided appendicitis 
have been reported, for I feel sure that the condition must 
be relatively common. About 20 years ago I removed am 
acutely inflamed appendix from the left side. Just before 
the onset of the last war I removed a chronically inflamed 
appendix from another patient with dextrocardia. On 
another occasion I removed the gall-bladder from the left 
side of a patient with dextrocardia, who was originally seen 
in a severe attack of cholecystitis—I am, etc., 


Liverpool, 9s J. B. OLDHAM. 


Sir,—Replying to Mr. Maurice Hershman’s letter (June 
21, p. 1357), my experience is that, over a period of 40 
years, I have opened the abdomen several thousand times 
and found transposition. of the viscera only twice. On the 
first occasion I was operating for appendicitis, and on the 
second for gastric ulcer. A more likely rea for the 
appendix being on the left side is scn-petation of the mid- 
gut. In this anomaly the ascending colon lies to the left of 
the midline and the caecum in the left iliac fossa or pelvis. 
I have seen this condition several times. It should not be 


confused with reversed rotation of the mid-gut, which > 


occurs about as often and is frequently complicated by 
volvulus of the normally situated caecum.—I am, etc., 


Northampton. C. C. HoLman. 


Sir,—I was interested to read Mr. Maurice Hershman’s. 
letter (June 21, p. 1357) on left-sided appendicitis, and felt 
that the following case might be of statistical value. 

A man of 24 presented with 22 hours’ history of central 
abdominal pain. Examination revealed dextrocardia and left- 
sided hepatic dullness. There was tenderness, rigidity, and 
rebound tenderness in the left iliac fossa. A diagnosis of acute 
appendicitis with complete transposition of the viscera was made. 
The abdomen was opened by a left paramedian incision, and the 
diagnosis confirmed. No other congenital abnormality was 
detected. The appendix was removed, and recovery was 
uneventful. 

—I am, etc., 

Norwich. D. A. ROcHE. 


Sir,—Mr. Maurice Hershman (June 21, p. 1357) has added 
an interesting case to the literature dealing with abdominal 
disease in transposition of the viscera. He is, however, 
quite mistaken in thinking that only two instances of acute 
appendicitis associated with this anomaly have been re- 
ported. I would refer him to a paper by H. M. Blegen 
(Ann. Surg., 1949, 129, 244), in which 96 examples of 
appendicitis in patients with transposition of the viscera 
are collected. The main interest in these cases lies in the 
fact that, in a proportion, the pain is situated on the right 
side despite the position of the appendix on the left. The 
explanation of this paradoxical phenomenon is unknown, 
and it is important that examples of the condition should be 
reported so that further information may be acquired.—? 


am, etc., 
Coventry. R. E. 


Sir,—The reference to the paucity of the literature om 
left-sided appendicitis by Mr. Maurice Hershman (June 21, 
p. 1357) prompts me to put on record @ similar case. P 


The patient was a schoolgirl, aged 11, admi to hospital with 
a history of 36 hours’ central abdominal colicky in nature, 
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settling in the left iliac fossa 12 hours before admission. The 
girl herself mentioned that her heart was “on the wrong side ” 
and stated that this had been discovered during a routine school 
On examination she was found to have tenderness and guarding 
in the left iliac fossa, localized pain on movement there, and a 
positive Rovsing’s sign, associated with left-sided rectal tender- 
ness. She had dextrocardia, liver dullness in the left hypochon- 
drium, with resonance over the right hypochondrium. Radio- 
graphy confirmed the dextrocardia, and showed a gas bubble in 
the stomach on the right with a liver shadow on the left. A 
left paramedian incision was made. The appendix was acutely 
inflamed and found to. be associated with complete transposition 
of the caecum. The rest of the abdomien was not examined in 
view of the acute inflammation present. She made an uneventful 
recovery. 
—TI am, etc., 


Southend. J. T. Row LIne. 


Midwifery and the G.P. 


Sm,—From the first missed period until the moment of 
admission to hospital it is the general practitioner who is 
on call at all hours of the day and night—whether booked 
for the confinement or not. Indeed, it is the general practi- 
tioner who, at 2 a.m., by telephone confirms the opinion 
of the anxious expectant father that the time has come to 
get his wife up and take her into hospital. 

Is it wise to bring up a generation . of general practitioners 
without any practical experience of normal midwifery? I 
agree that “bring ‘em all in” is a safe policy, but it is 
scarcely uf to the highest professional standards. I do not 
write as one who enjoys difficult midwifery.—I am, etc., 

Crowthorne, Berks. H. D. Forspes FRASER. 


Social Trends and Home Confinements 


Sir,—I think that Dr. Ruth FitzGerald (June 21, p. 1353) 
has helped this correspondence by reminding us that the 
patient’s point of view must be considered ; but I think she 
has not necessarily interpreted the majority of women’s 


wishes correctly. I am sure that, given good housing and . 


help at home, most women would much prefer nor to have 
to leave their homes at such an important stage in their lives, 
and would like to have their husband and other children 
close at hand. The fear of childbirth, one hopes, is becom- 
ing gradually less ; and with improving housing conditions I 
believe (speaking as a mere man) that the trend, as far as 
the woman’s wishes are concerned, is turning more and 
more to confinement at home in normal pregnancy.—I 
am, etc., 
Broadchalke, near Salisbury. 


Vascular Changes During Anaesthesia 


Sm,—We regret the omission in the Journal of June 14 
(p. 1284) of a statement on the thermal conditions obtained 


J. C. BRown. 


. during our studies. All our observations, including the pre- 


anaesthetic readings, were made in the operating theatre, 
which is thermostatically controlled between 23° and 25° C. 
The pre-anaesthetic toe temperature referred to by Drs. 
Cooper, McK. Kerslake, and Mottram approximated to the 
lower value. The theatre temperature increased only 
1.5°C. during the period that the toe temperature rose 
from 22 to 34° C. 

It was not suggested that the skin and rectal temperatures 
represented absolute values for the blood flow in the respec- 
tive sites. Reference to Grayson’s paper (British Medical 
Journal, 1951, 2, 1379) makes it clear that the directional 
changes which follow each other so closely, and which in 
our studies began so quickly after anaesthesia was induced, 
can only be explained by inferring that the temperatures 
reflect the blood flows. Indeed, we have ample evidence in 
patients under general anaesthesia that coincidental foot 
plethysmography and skin temperature measurements show, 
a close correlation.—We are, etc., 

RALPH SHACKMAN. 


I. G. GRABER. 


Plastic Artificial Gullets 


Sir,—Without wishing to provoke a controversial cor- 
respondence on a highly technical laryngological matter, I 
should like to sound a note of warning to Mr. D. A. Barley 
(June 21, p. 1358) and those other laryngologists who, like 
myself, have become fascinated by the possibility of one- 
stage operation and repair for carcinoma of the pharyngo- 
larynx. It seemed such a notable advance to be able to 
carry out the operation in one stage and to allow the patient 
to go home swallowing happily in under three weeks. Un- 
fortunately there are snags. I have done this operation 
four times, and have seen other cases. All of them have 
shown stenosis as a long-term sequel and have needed 
dilatation, and this was so even where the healing was per 
primam and no fistula occurred. To condemn the patient 
to the bougie life—even prophylactically by giving him a 
Hurst’s mercury bougie—is to write down the operation as 
a failure. Furthermore, the post-operative oesophageal voice 
is very much poorer after the one-stage operation than where 
a skin-gutter is established and closed secondarily. 

Lastly, I would agree with Mr. Ronald W. Raven (May 3, 
p. 951) that in cases of pyriform fossa cancer a radical 
gland dissection on the affected side at the time of resection 
is obligatory. This leads, of course, to still more scarring. 

For all of these reasons I have reverted to a two-stage 
procedure.—I am, etc., 

Oxford. . RONALD MACBETH. 


Treatment of Acute Liver Disease 


Sm,—You will no doubt remember my article, “ Regime 
for the Treatment of Severe and Acute Liver Disease” 
(British Medical Journal, 1950, 2, 748). I should be very 
grateful if I may make use of your columns to request 
information from others who have used this therapy. I 
should like to hear from the failures as well as the successes, 
and ask them to communicate directly with me. A number 
of people have already kindly written, and I should like to 
express my thanks to them here, Information with regard 
to many more cases is of course necessary, though I am 
sure you will be interested to hear that the mortality rate 


, in some 30 cases so far seems to be between 10 and 20%. 


It appears that a large proportion of the cases treated 
successfully would fit into the picture of so-called “ acute 
yellow atrophy.” 

We in Newcastle are still having successes with the regime 
and we recently had occasion to treat a patient with “ acute 
yellow atrophy” following infective hepatitis, who was in 
hepatic coma for just under a fortnight ; so long in fact that 
tube feeding became necessary. It is now six months since 
the onset of the illness and one can safely say that the 
patient has made what can only be described as an excellent 
recovery. This case will be published in greater detail, as 
it has several interesting features, both with regard to the 
therapy and to the course of the disease itself—I am, etc., 


Department of Pathology, A. L. LATNER. 
Royal Victoria Infirmary, 
Newcastle-upon-Tyne. 


POINTS FROM LETTERS 


Alcoholism in Britain 

Dr. C. W. BRANSON (Bournemouth) writes: In response to your 
annotator’s request (British Medical Journal, November 10, 1951, 
p. 1139) that the medical profession should try to understand the 
unhappy condition of the alcoholics in the community, I suggest 
that this is due to their failure, when they were moderate drinkers, 
to give due consideration to the fact that their only hope of 
knowing when they had taken enough (alcohol) depended on the 
accurate working of the organ—the brain—which they were at 
that moment poisoning. 


Human Freedom 

Dr. H. V. Wurre (Manchester). writes: Would it not be desir- 
able to institute an annual course of. lectures with some such title. 
as, “‘ The Personal Factor in Medical Practice,” or is it now too 
late in the-day to think in terms of personal relationships ? 
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Obituary 


OLIN WEST, M.D. 


We record with regret the death on June 19 of Dr. Olin 
West, formerly Secretary and General Manager of the 
American Medical Association. He was 77 years of age. 

Olin West was born on July 12, 1874, in Gadsen, 
Alabama, and was educated at Howard College in that 
State. Before graduating in medicine at Vanderbilt 
University in 1898 he had previously studied pharmacy. 
He practised as a physician in Nashville until 1910, and 
during this period he was an associate professor in the 
medical department of Vanderbilt University. From 
1910 to 1918 he served as director of the Rockefeller 
Sanitary Commission and the International Health Board 
in Tennessee, and he was then appointed secretary and 
executive officer of the Tennessee State Board of Health. 
Besides being secretary of the Tennessee State Medical 
Association at this time he was also editor of its 
journal. Dr. West was appointed Secretary of the 
American Medical Association in 1922 after the death 
of Dr. Alexander Craig. A few years later, when 
Dr. George H. Simmons retired, he combined the func- 
tions of Secretary with those of General Manager. 

After serving the American Medical Association for 
24 years—during which he vigorously supported the 
ideals and dignity of the medical profession in the United 
States—Dr. West retired in 1946, and in that same year 
he was unanimously elected as President Elect of the 
Association. In accepting this office Dr. West said that 
he had watched the growth of the Americal Medical 
Association with pride. He continued : 

“The Association has been on the offensive for nearly 
100 years in fighting frauds and fallacies, in providing 
mediums for the interchange of opinion that would advance 
the cause of medicine, in the dissemination of what we call 
practical and what we call scientific knowledge, in its efforts 
to promote the betterment of public health, and in defend- 
ing medicine against the evils of regimentation.” 

Dr. West was to have been President in 1947, the 
centenary year of the American Medical Association, 
but unfortunately he had to resign from the Presidency 
Elect because of failing health. In the history of the 
American Medical Association only one other secretary 
had ever been selected to become President—that was 
Dr. Alfred Stillé, who was the first secretary of the 
American Medical Association and became its President 
in 1871. During the last years of his life Dr. West had 
lived in Nashville, and it was there that he died. He is 
survived by his wife and two sons. 


WILLIAM IBBOTSON, F.R.C.S.Ed. 


I. M. L. writes: As well as his other appointments, 
William Ibbotson was also censultant in diseases of the 
ear, nose, and throat to the Ilford Isolation Hospital for 
some years. With his frock coat, cravat, and dignified 
manners he represented worthily that old. school of 
Edwardian practitioners which is so rapidly disappearing. 
His unfailing courtesy and consideration, even for the 
humblest member of the staff, will always be remembered. 
His conscientious anxiety for the welfare of his patients was 
proverbial and beyond praise. He would turn’ out at any 
hour of the day or night, no matter how trivial the call. 
I have in my possession a last letter, in which he expressed 
_ the hope—alas, not to be realized—that he would be back 
at work “in a week or so,” and reminding me of several 
cases of tonsils waiting for removal. His tragic passing will 
be greatly lamented by his colleagues and patients alike. 


Dr. J. G. REED, well known throughout Malaya for his 
work on the problems of the health of estate workers, died 
in Kuala Lumpur on February 11 after a short illness. 
John Groscort Reed was born at Epsom on September 3, 
1898, the son of Surgeon Captain J. C. G. Reed, R.N. 
After leaving Epsom College he received his medical train- 
ing at St. Thomas’s Hospital, qualifying M.R.C.S., L.R.C.P. 
in 1921, having served in the war of 1914-18 as a surgeon- 
probationer in the Royal Naval Volunteer Reserve. For 
a few years after qualification he served as a medical officer 
in the Sarawak medical service, but he then moved to 
Malaya in 1926 to join Dr. W. Ansley-Young in private 
practice in the Klang and coast district of Selangor. In 
1934 he took over the estate practice of Dr. R. N. L. Symes 
at Sungkai, Perak. On the outbreak of war with Japan in 
1941 he was recalled to the Malayan Royal Naval Volunteer 
Reserve as surgeon lieutenant, and was evacuated from 
Malaya only a day or two before the fall of Singapore. 
Later he was captured by the Japanese and was a prisoner- 
of-war, first on Banka Island and later at Palembang, ~ 
Sumatra, until his release in September, 1945. His medi- 
cal skill, experience, and balanced judgment were an 
immense help to his fellow prisoners, and for his selfless 
and unremitting efforts on their behalf he was appointed 
M.B.E. In June, 1946, he returned to his old practice at 
Sungkai, where he remained until a few weeks before his 
untimely death at the early age of 53. 


Dr. J. W. Field writes: Reed was one of the best and 
most progressive practitioners in the country, and he will 
be remembered by his many contributions to the Malayan 
Medical Journal, with their sane presentation of the health 
problems of the rubber estates, which he saw clear and 
whole, and none of his generation have done more to solve 
them. He worked continuously for the welfare of the 
peoples entrusted to his care, and the impact of this work 
is felt far beyond his practice. Many will recall. “ Reed’s 
pudding,” compounded of milk, under-milled rice, red palm 


: oil, dhal, sugar, and raisins, introduced some years before 


the war as a diet-supplement to counter the ills of defec- 
tive feeding, so prevalent on estates. They will recall, too, 
his efforts over many years to track down the cause of the 
grave anaemias of Indian labourers, and his conviction that — 
a closer study of their food habits would some day pro- 
vide the clue. His lucid reports on estate workers’ health, 
the last published but a few months before his death, are 
among the best of their kind. He published the first account 
in Malaya of whooping-cough treated with chloramphenicol, 
and his attempt before the war to control the spread of 
measles on rubber estates with parental serum was a 
pioneer effort. He was an active member of the Malayan 
Branch of the British Medical Association and its estate 
practitioners section, the Malaria Advisory Board, and the 
editorial committee of the Malayan Medical Journal, at the 
meetings of which there were few questions on which his 
views would fail to carry weight. Shy and retiring in dis- 
position, Reed himself less known to many of his 
colleagues than was his work. A man of liberal outlook, 
he sought always to do his best for his fellow men. From 
his enthusiasm for Joseph Conrad and the sea arose his 
main hobby. His collection of “ Conradiana” was perhaps 
unrivalled in that part of the world, and he himself wrote 
on Conrad’s associations with the Malayan archipelago. 
Reed had a passionate regard, too, for natural beauty, and 
from his pen before the war came an eloquent plea for 
the preservation of the beauty spots of Malaya, an appeal 
which, in the later months of his life, he had hoped to 
embody in a book on the scenic beauty of the peninsula. 
The sympathy of a wide circle of friends, acquaintances, 
and admirers, within and without the medical profession, 
will go to his widow, formerly Miss Penelope Richardson, 
and to his daughter and son. 


Dr. MatrHeEw THoMas AscouGH, who was in practice 
at. Romiley, Cheshire, for many years, died at King 
William’s Town, Cape Province, South Africa, on June 10 
at the age of 75. Born on December 29, 1876, he was 
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educated at Gildersome College, Yorkshire, and at Owens 
College, Manchester, qualifying M.R.C.S., L.R.C.P. in 1907, 
and taking the D.P.H. of the University of Manchester in 
1911. As a medical student he served with the British Forces 
in the South African War, and in the war of 1914-18 he 
was a captain in the R.A.M.C. and saw long service in 
France and Belgium. The Military Cross was conferred 
on him in 1917. A general practitioner of the best type, 
Dr. Ascough gave of himself willingly throughout the 40 
years he was in practice, his patients knowing that they 
could always appeal to him in case of. need. His life was 
devoted to them, and never once had he been known to 
refuse a call for help, day or night. During the last war, 
in addition to conducting a large practice, he was the senior 
medical officer of a mobile unit in north Cheshire. He had 
lived in South Africa since 1949. He leaves a widow, 
Dr. Doris Ascough, and one son, Dr. Gordon Ascough, 
to whom our sympathy is extended. 


Medical Notes in in Parliament 


In the House of Lords on June 24 the Cremation Bill was 
read-a third time. It had already passed the House of 
Commons. 


The Royal Assent was given on June 26 to the Corneal 
Grafting Act and the Cremation Act. 


Health at Work 


In the House of Lords on June 24 Lord Crook drew 
attention to the report published ii March, 1949, on health, 
welfare, and safety in non-industrial employment. He said 
that to this day there were no legal health standards for 
offices. The mass of accommodation for many railway 
workers consisted of an old railway coach at the side of 
the line. Railway hostels were dirty and overcrowded, lack- 
ing elementary sanitary arrangements. Much the same story 
could. be told about road transport, and there were no en- 
forceable standards of fume extraction in road transport 
sheds. Conditions under which workers did their jobs in 
catering establishments had shocked him. 

Lord WessB-JOHNSON said a book op the history of the 
Manchester Royal Infirmary, which would shortly be pub- 
lished, declared that efforts to introduce safeguards to pre- 
vent entanglement of people’s hair in revolving wheels or 
bands were effected by the medical profession in Manchester. 
Much research was being done to discover the best lighting 
for work in offices and other establishments. Legislation 
was required, and much could be learnt from America. 
He thought that men should have opportunities to sit 
‘down, just as women have. Their veins were not any 
stronger. 

The Lorp CHANCELLOR said he would be less than candid 
if he held out any prospects of immediate legislation, and 
the debate ended. 


Contre! of Stage Hypnotists 


Mr. SOMERVILLE HasTINGs, on June 27, moved the third 
reading of the Hypnotism Bill. He said the Bill had received 
careful consideration in committee. As amended it abso- 
lutely prohibited stage demonstrations of hypnotism on those 
who were under 21. Demonstration was permissible on 
those over 21 in varying circumstances. Where places where 
demonstrations were intended were licensed for music and 
dancing demonstrations were permissible provided that the 
authority concerned agreed. The Bill empowered the 
licensing authority to make any provisions it desired, or to 
prohibit hypnotism altogether. A licensing authority could 
say that no demonstration of stage hypnotism should take 
place on those under 30 or could lay down any other restric- 
tions. In every area there would be complete local control 
to ban or limit hypnotism. 

The Bill was read a third time without a division. 


‘ 


Another Closed Shop ? 

Miss IRENE WARD asked ‘the Minister of Health what re- 
presentations he had received from organizations represent- 
ing nurses against the action of the Coventry Council in 
withholding increases of pay from nurses who were not 
members of a trades union. 

Mr. I. Macteop replied that he was considering represen- 
tations from the Women Public Health Officers’ Association, 
and Royal College of Nursing. The increases referred to 
did not come from any agreement made on the Nurses 
and Midwives Whitley Council for the National Health 
Service. 

Broadmoor 


Mr. Iain Macteop informed the House of Commons on 
June 30 that the Government accepted in principle all the 
recommendations of the Scott Henderson Committee on 
security arrangements at Broadmoor and would proceed at 
once to put them into operation. The pay and conditions 
of the nursing staff were to be reviewed, but these were 
matters which should be dealt with through the appropri- 


ate Whitley machinery and could not be considered in isola- 


tion from the position of other public servants. The com- 
mittee found that there had been no relaxation of pogo 
rules since the management of Broadmoor passed to the 
Board of Control in 1949. 


B.C.G.—One hundred and forty-three local ‘health authorities 
have had proposals approved authorizing the use of B.C.G. 


vaccine. Approximately 32,000 persons were vaccinated under 
approved between October, 1949, and December 31, 
1951. 


Health Cune .—Twenty-five are in existence; all except one 
date from before July 5, 1948. 


Medico-Legal 


£2,412 DAMAGES AGAINST HOSPITAL 
GOVERNORS 


[From Our MeEpiIco-LEGAL CORRESPONDENT] 


Damages amounting to £2,412 were awarded by Mr. Justice 
Jones on January 15, 1952, in the King’s Bench Division 
in an action against the governors of St. Thomas’s Hospital 
by Mr. F. G. Thomas. Mr. Thomas, a fitter and turner by 
trade, was undergoing treatment involving a course of injec- 
tions, one of which resulted in permanent disability to his 
left arm. Liability was admitted on behalf of the hospital, 
and the only question before the Court was the amount of 
damages. 

As a result of his disability he had lost the manual 
dexterity necessary in his work as a fitter, but had been 
kept on by the company which had previously employed 
him and had been earning nearly equivalent wages in a 
less highly skilled capacity. Mr. Justice Jones, in giving 
judgment, said that he had to take into consideration that 
it was by no means certain that he would continue to hold 
his new job, and that he had to be compensated for being 
turned from a skilled worker into an unskilled worker. He 
must also have suffered a great deal of pain. On the whole 
he thought the right sum to award was £2,000 general 
damages in addition to the £412 4s. 4d. agreed special 


damage. 


Professor Herman G. Baity has arrived in Geneva to take 
up his duties as director of the division of environmental 
sanitation of the World Health Organization. The division 
is a part of the W.H.O. department of advisory services, 
which also includes divisions dealing with control of com- 
municable diseases, organization of public health services, 
and and training. 
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UNIVERSITIES AND COLLEGES 


Universities and Colleges 


UNIVERSITY OF OXFORD © 
In Congregation on June 7 the following medical degrees were 
conferred : 
D.M.—E. M. Poulton. 
B.M.—A. N. Cammock (in absence). 


R. E. Van Heyningen, D.Phil., has been elected Research 


Assistant to the Margaret Ogilvie’s "Reader in Ophthalmology for 
five years from October 1, 1952. 

At an Encaenia held on June 25 the honorary degree of D.Litt. 
was conferred on William Somerset Maugham, M.RCS., 
LR.CP. 

Dr. Raymond Michael yo ty has been elected to the Schorstein 
Research Fellowship for 1952. 

The Board of the Faculty of Medicine has awarded medical 
scholarships for 1952-3 to Michael John Yates (Merton College) 
and John Ingram Hubbard (University of Otago). 


UNIVERSITY OF GLASGOW 

On June 18 the Chancellor, Lord Boyd-Orr, conferred the 
honorary degree of LL.D. on Professor Carl Hamilton Browning, 
F.R.S., Gardiner Professor of Bacteriology in the University from 
1919 to 1951, and on Sir Cecil Wakeley, President of the Royal 
College of Surgeons of England. The same honorary degree was 
conferred also on Sir Thomas Dalling, formerly Chief Veterinary 
Officer, Ministry of Agriculture and Fisheries. 


UNIVERSITY OF WALES 
WELSH NATIONAL SCHOOL OF MEDICINE 


Theodore Moir Chalmers, M.D., M.R.C.P., and Anthony 
Howard James, D.M., M.R.C.P., have been appointed . Senior 
Lecturers in the medical unit of the Welsh National School of 
Medicine. Dr. Chalmers is at present Nuffield Foundation 
Medical Fellow, 1951-2, in the department of medicine, Hospital 
of the University of Pennsylvania, Philadelphia, and Dr. James 
is at present assistant to the professorial medical unit at St. Mary’s 
Hospital Medical School, London. 

The following candidates at the Welsh National School of 
Medicine have satisfied the examiners at the examination 
indicated : 


TupBercuLous Disgases DipLoMa.—V. Barry, *M. Dan, J. G 
Davies, S. G. Dhanik, H. Fakim, M. P. Goel, S. P. Jha, M. M 
Khan, M. Q. Khan, Mary C. MacCabe, T. Mirza ee a 
Murphy, A. H. H. Musa, S. K. Nandi, *N. O’Beirn, P. K 


O’Brien, R. Prasad. 
*With distinction. 


UNIVERSITY OF BIRMINGHAM 


Dr. Enid Charles, who is the chief statistical officer to the 
Corporation of Birmingham, has been appointed Reader in Demo- 
graphy and Vital Statistics in the University, from July 1. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on June 12, 
with Sir Cecil Wakeley, President, in the chair, Mr. Geoffrey 
Keynes was appointed Honorary Librarian of the College. 

The following were co-opted to the Council for the year 1952-3 
representing the various branches of practice indicated in 
parentheses: Professor A. M. Claye (gynaecology and obstetrics) ; 
Mr. M. L. Formby (otolaryngology); Mr. J. H. Doggart (ophthal- 


- mology); Sir William Kelsey Fry (dental surgery); and B. W. 


(radiology). 
A. Lawrence Abel was appointed a representative of the 


: College on the council of the Imperial Cancer Research Fund. 


Professor Matthew J. Stewart and Professor Geoffrey Hadfield 
were appointed as Imperial Cancer Research Fund Lecturers. 

Mr. F. McGuckin, F.R.C.S.Ed., was elected to the Fellowship 
ad eundem. 

The Council gratefully received the following gifts: From Lord 
Webb-Johnson, a set of 8 silver pap bowls for use as ash trays 
at College dinners; from Mr. V. E. Negus, a pair of silver-plated 
candelabra, given on his retirement from the Council; from the 
Western Medical Friendly Club, a silver cup, 2 snuff boxes, and 
the illustrated records of the club; from Dr. Hugh Jeffries, a 


' collection of case histories of work done by Sir Hugh Rigby; 
. from Colonel Michael Gordon-Watson, the sum of £100 to found 


a lectureship in memory of his father, Sir Charles Gordon- 
Watson. 


tute candidates: A. Johnston Abraham, L. 
J. R. Briggs, J. Littler, D. B. Griffiths 
Laidlaw, E. H. Smith, 
Farrow, J. E. Holgate, R. H. 
S. Goldwater, N. S. Moores, A. G 

P. H. Brasher, D. L. Chadwick, J 
Jennett, I. M. El Moghraby, L. A. 
Black, A. H. Millard, R. F. H. Hinrichsen, 


on 
> 


M. 
J. C. Mustarde, 


Jacobson, G. A. McL. Lee, G. , 
C. F. Bellemore, H. B. C. Milsom, Dorothy M . Ridout, C. L. N. 
Robinson, G. J. Taine, G. A. Wetherell, G. A. Abdalla, L. W. 
Godfrey, R. Harrison, R. Kumar, R. A. Megally, A. H. Moore, 
I. M. Morrison, R. N. Sharma, M. K. Smith, G. S. Tupman, 
J. W. Dickson, A. P. McE. Forrest, P. po . MeN. 
Jones, D. K. Karanjavala, I. Lindsay, C. Marks, B. T 

LI. S. Symonds, F. G. T. Beetham, J. E. Blackman, H. Fishbone, 


P. Helman, R. H. Livingston, J. R. T. Newham, A. M. Shukri, 
R. J. H. Smith, M. L. Vaze, P. Venkata Rao, B. F. Venner, 
K. F. Wood, W. L. Kermond, G. A. Manly, R. A. Navaratne, . 


3... O’Brien, D. Rabinov, I. Ranger, V. H. D. 
Schlicht, I. K. Sharp, E. Sherrah-Davies, E. M. Barker, M. H. 
Hall, D. G. Taylor, G. W. Holland. 


Membership 
A Diploma of Membership was granted to J. G. Wotherspoon. 


Diplomas 
_ Diplomas in Medical Radio-diagnosis, in Medical Radiotherapy, 


Royal College of Physicians of London to the following success- 
ful candidates : 

IN MeEpicaL G. Anderson, 
W. E. C. Astle, R. Baidya, A. Bryce, D. C. R. Burrows, A. C. E. 
Cole, Phyllis A. M. Crozier, L. J. Evered, H. Fateh, J. J. Geere, 


IR. S. anaed- B. Hearn, P. Jacobs, P. A. W. Lea, C. Y. 


rag Bridget P my R. W. McNab, E. R. F. Rebello, 

M. N. Sen, M. Simon, H Singh, Phillippe E. I. M. Southey, 
B. Strickland, Chai-Hee Tsao, E. Walker, J. K. Walker, I. P. 
Williams, Mary I. Wray 

DIPLoMA IN ‘RaDIOTHERAPY.—J. Beech, B. 
Mary P. Cole, J. P. Concannon, M. L. Dyson, M. J. Garrett, 
J. S. Lott, J. McA. McArthur, Jean Michon, K. A. " Newton, 
R. C. S. Pointon, D. H. Thomson, S. Venkateswarlu. 

DIPLoMA IN PaTHOLoGy.—M. C. Botha, H. MacD. Cameron, 
R. D. Eastham, Hilda R. Harris, C. E. Marshall. 

DipLomMa IN ANAESTHETICS.—N. MacD. Bremner, H. C. 
Butterworth, R. R. Clark, B. E. Dwyer, I. Li. Francis, E. H. 
Franks, I. C. Geddes, J. M. Hall, Dorothy M. Hicks, Christine 
B. A. John, D. Joseph, M. A. Khan, J. B. Lister, J. .M. 
MacDonald, T. R. MacDonald, W. C. Mills, E. A. Milner, 
O. T. Ll. Morgan, J. W. Mu ggoch, W. R. H. Murphy, J. M. B. 
Pooley, Colette L. Raulin, J. E i 
Sladden, A. L. Stead, K. A. tonee Ht. Tate, Barbara E. Thomas, 
R. C. W. Thompson, N. E. Winstone, N. Zwick. 

The following hospitals were recognized under paragraph 23 
of the Fellowship regulations : Cardiganshire General Hospital, 


Aberystwyth, senior house-surgeon, for six months (confirmation 


of temporary recognition). St. Chad’s Hospital, Birmingham, 
surgical registrar for six months. General Hospital, Bridgend, 
surgical registrar for one year; resident surgical officer and first 
and second house-surgeons, all for six months. St. Peter’s 
Hospital, Chertsey, registrar for one year; two house-surgeons, 
for six months. Royal West Sussex Hospital, Chichester, surgical 
registrar for one year; three house-surgeons, all for six months. 
St. Richard’s Hospital, Chichester, registrar for one year; two 
ms, each for six months. Luton and Dunstable 
Hospital (revision of recognition), two senior surgical registrars, 
for one year; two general house-surgeons, two senior orthopaedic 
registrars, one orthopaedic senior house-officer, all for six months. 
Hope Hospital, Salford, additional recognition, two senior house- 
officers ; one house officer (general surgery), all for ‘six months; 
redesignation of posts, registrar for twelve months; house officer 
~ officer (orthopaedics), each for six months. 
orbay Hospita orquay, senior house-surgeon and junior 
house-surgeon, both for six months. ‘ 


FACULTY OF ANAESTHETISTS . 

At a meeting of the Board of the:Faculty held at the Royal 

College of Surgeons of England " . M. 

Johnson was elected Dean and Dr. T. Cecil Gray was elected 
Vice-Dean of the Faculty. : 


= 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending June 14 (No. 24) 


and corresponding week 1951. 

Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in. Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
Engiand and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 


Vital Statistics 


CASES 1952 1951 
in Countries | 

Diphtheria... ..| 19| 1/ 12) 2) 3f 2 3 7 2 3 
Dysentery .. 509° 95| 93, 5| 1 
Encephalitis, acute . 7 Oo 
Paratyphoid ..| 32 1 14, 0 (B) 
Food-poisoning ..| 116 7, 2 353, 20 1| 
| 
2years .. 22| 27] 11} 26 
Measles* .. | 7,307) 745] 210) 246] 12,139 426| 425| 261| 180 
Meningococcal infec- 
2} 12} 3 17) 1 3 
Pneumoniat ..| 18| 170, 4 460, 27| 183} 8} 1 
Puerperal fever§ .. | 32 
Scarletfever .. | 845| 72) 215| 12| 60) 976, 60, 19| 41 
Tuberculosis : 
Now respiratory: 35, val 
Whooping-cough .. | 2,513| 106| 176| 74| 100] 3,290, 190| 360, 80 50 
1952 1951 
2 
Diphtheria. | 4 4 o 
Encephalitis, acute. | 0| 0 
Enteric fever... o| | 
Infective enteritis or 
16 2 J | 6 1 
Influenza 4 of | 
Measles .. 0 0} 0 
Pneumonia’ ..| 129) 21 10, 3) 13 715 
Poliomyelitis, acute 2 4 
Tuberculosis : 
- | 219) 24) 38} 9} 227] 29| 40) 10) 18 
4,587| 523| 96] 1 4.284 676 s29) 134 
LIVE BIRTHS .. | 7,973]1219| 936 416] 7,433|1268| 869] 246) 408 
STILLBIRTHS . 190] 22} 25 173| 25} 


t Includes primary and influenzal pneumonia. 


Edinburgh’s Population 

In the 20 years 1931-51 Edinburgh’s population increased 
by 6.3% to reach 466,761 at the census last year. The 
increase is greater than that for Scotland as a whole, which 
was 5.2%. Females exceeded males in 1951 by 39,063, or 
118.3 for every 100 males. This compares with 109.3 for 
Scotland as a whole. Between 1931 and 1951 the city 
became more densely populated, the number of persons 
per 100 acres rising from 1,355 to 1,440. But overcrowding 
declined ; the proportion of people living more than two 
to a room fell from 27.9% to 11%.—Report on the Fifteenth 
Census of Scotland, Vol. 1 (H.M.S.O., 7s. 6d.). 


Births and Marriages in 1950 


The birth rate in England and Wales in 1950 was 15.8 
per 1,000 population (697,097 live births). The rate for the 
previous year was 16.7, and the average rate for 1936-40 
was 14.7. Comparable birth rates in 1950 in other countries 
were: Canada 26.8, Australia 23.9, U.S.A. 23.4, France 20.4, 
Italy 19.6, and Belgium 16.5. 

Illegitimate live births (35,250) constituted 5.1% of total 
live births. This percentage is the same as last year. Still- 
births numbered 16,084, giving a rate of 23 per 1,000 total 
live and stillbirths, the same as in the two previous years. 

The marriage rate fell to 16.3 persons married per 1,000 
population from 17.1 in 1949 and 18.2 in 1948. There were 


98 births of triplets and 9 of quadruplets.—Registrar- 


General's Statistical Review for 1950, Tables, Part II, Civil 
(H.M.S.O., 5s.). 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1943-51 are shown thus ------- , the figures for 1952 
thus —————.._ Except for the curves showing notifica- 
tions in 1952, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 

An increase was recorded in the number of notifications 
of measles 959, whooping-cough 438, and acute pneumonia 
56 in England and Wales during the week ended June 14. 

The largest increases in the incidence of measles were 
Lancashire 253, Yorkshire West Riding 223, and London 
192. The rise in whooping-cough was mainly contributed 
by the northern section of the country. The largest rises 
were Lancashire 71 and Yorkshire West Riding 70. The 
number of notifications of scarlet fever was only 2 more 
than in the preceding week, and no changes were recorded 
in the local incidences of this disease. The number of 
notifications of diphtheria was 10 less than in the previous 
week. The chief feature of the local returns of diphtheria 
was a fall of 6 in Warwickshire. 

The number of notifications of paratyphoid fever was 19 
more than in the preceding week. A fresh-outbreak involv- 
ing 6 persons was reported from Rutlandshire, Oakham R.D. 
A further 13 cases were notified in Glamorganshire (Port 
Talbot M.B. 5). During the past 5 weeks 71 cases of para- 
typhoid fever have been notified in Glamorganshire. 

The number of notifications of acute poliomyelitis was 
14 less for paralytic and 1 more for non-paralytic cases 
than in the preceding week. The chief centres. of infection 
during the week were Durham 10 (Gateshead C.B. 6), North- 
umberland 8 (Newcastle-upon-Tyne C.B. 7), and Warwick- 
shire 5 (Birmingham C.B. 4). 

The number of notifications of dysentery was 22 less 
than in the preceding week ; the total was the lowest for 
32 weeks. A new outbreak was reported from Northum- 
berland with 33 notifications (Prudhoe U.D. 16, Castle Ward 
R.D. 14). The other large outbreaks were London 23 
(Lewisham 9) and Lancashire 23 (Manchester C.B. 8). 

An outbreak of dysentery was reported from Antrim 
County, with 55 notifications. 


Industrial Accidents and Diseases 
The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in May was 125, com- 


pared with 127 (revised figure) in the previous month and 
203 (revised figure) for May, 1951. 

Cases of industrial disease reported during the month were 
as follows: lead poisoning 6, other poisoning 2, anthrax 2, 
epitheliomatous ulceration 13, chrome ulceration 18 (manu- 
facture of bichromates 9); total 41. There were 2 deaths, 
1 from toxic anaemia and 1 from anthrax.—Ministry of 
Labour Gazette, June, 1952. 


Week Ending/June 21 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 1,068, 
whooping-cough 2,573, diphtheria 23, measles 6,285, acute 
pneumonia 383, acute poliomyelitis 68, dysentery 145, para- 
typhoid fever 38, and typhoid fever 6. 


Medical News 


Out of Print Issues.—A number of last year’s issues of the 
British Medical Journal are now out of print. To enable 
a small stock to be built up it would be helpful if some 
members would very kindly send to the Publishing Manager, 
British Medical Journal, B.M.A. House, Tavistock Square, 
London, W.C.1, any copies they do not wish to keep of the 
issues dated: January 6, February 3, May 5 and 26, July 7, 
14, 21, and 28, August 4, 11, 18, and 25, October 27, and 
November 24. 


Medical Insurance Agency.—The annual meeting was held 
on June 19 at B.M.A. House. The annual report for 1951 
showed a slight falling off in net profit from the record 
figures of 1950; but in rebates of premium to clients there 
was an actual increase from £11,000 to nearly £13,000. The 
sum made available to the various medical charities through 
the operation of covenants and gifts amounted to £23,590. 
New branches were opened in Cardiff, Birmingham, and 
Newcastle-upon-Tyne ; the older branches were all in a 
flourishing condition. The Agency advises doctors about 
insurances, the negotiation of suitable contracts for loans 
for purchase of cars, houses, and other necessities of medi- 
cal practice. Dr. Alfred Cox, Dr. James Fenton, Mr. 
A. M. A. Moore, Mr. Ronald Raven, Dr. Oliver Scott, 
and Sir Henry Tidy were re-elected to the committee ; 
Lord Horder, at his own desire, did not stand. Dr. Henry 
Robinson was re-elected honorary secretary. 


British Cardiac Society.—The 31st annual general meeting 
of the society was held in Sheffield on May 29 under the 
chairmanship of Dr. J. W. Brown. Both the morning and 
afternoon sessions were devoted to short communications 
arranged by the secretary, Dr. Samuel Oram, and included - 


| 


_ notes on pulmonary artery and pulmonary capillary pres- 


sures in mitral stenosis and their response to exercise, the 
oesophageal pulse in the diagnosis of mitral incompetence, 
valvulotomy in congenital mitral stenosis, the anatomy of 
pulmonary stenosis, rapid methods of assessing heart failure, 
and the heparin-retarded coagulation time in coronary occlu- 
sion. Two films were shown: “Cardiac Output in Man,” 
which was presented by Professor J. McMichael ; and “ The 


Clinical Value of the A Wave of the Jugular Pulse,” pre- 


sented by Dr. Paul Wood. 


Beit Memorial Fellowships.—The report of the trustees 
for the year 1951-2 notes that the following past Fellows 
were elected to the Fellowship of the Royal Society: 
Dr. Honor Feli, Professor B. Katz, Professor J. S. Mitchell, 
and Dr. D. D. Woods. The following elections were made: 
Fourth Year Fellowship (value £700 a year): B. Cinader, 
to investigate the formation of multiple antibodies to a 
single antigen and to examine their properties, at the 
Lister Institute of Preventive Medicine, London. Junior 
Fellowships (value £600): A. G. Baikie, to investi- 
gate the place of biliverdin in haemoglobin catabolism in 
man and laboratory animals, at the Department of Medi- 
cine, University and Royal Infirmary, Glasgow ; K. Krnjevic, 
to study the behaviour of nerve trunks, at the Physiology 
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Laboratory, Edinburgh University ; L. Lorand, to study the 
constitution and function of “ fibrino-peptide” and isola- 
tion and characterization of the “ fibrin-stabilizing factor,” 
at the Lister Institute of Preventive Medicine, London; 
R. M. S. Smellie, to study the biosynthesis and function 
of the nucleic acids in animal tissues, at the Biochemistry 
Department, Glasgow University; Winifred M. Watkins, 
- biochemical studies in the field of the human blood groups, 
at the Lister Institute of Preventive Medicine, London. 


Yellow Fever Centres.—A special Supplement to the 
Weekly Epidemiological Record of the World Health 
Organization (No. 284, June 5) gives information on 
approved yellow fever vaccines and vaccine-testing stations 
throughout the world, and on centres for the issue of valid 
certificates of inoculation. Jt is obtainable, price 1s. 3d., 
from Sales Section, W.H.O., Palais des Nations, Geneva. 


Luncheon to Orthopaedic Surgeons.—A luncheon was 
held on June 29 at the Royal College of Surgeons of 
England to welcome the delegates to the Joint Meeting of 
the Orthopaedic Associations of the English-Speaking World. 
The guests were welcomed by Sir Cecil Wakeley, president 
of the College. Sir Reginald Watson-Jones replied on behalf 
of the Congress. 


Silvester Moved.—The portrait of Dr. H. R. Silvester, who 
invented a method of artificial respiration (see Journal, 
February 16, p. 393), has been acquired by the Wellcome, 
Historical Medical Museum. 


Pure Tone Audiometry.—The Medical Research Council 
has issued some notes (M.R.C.52/478) on the “ Technique 
for Determining Thresholds of Hearing for Pure Tones.” 
The notes have been prepared jointly by the Council's 
committees on medical and surgical problems of diseases 
of the ear and on electro-acoustics. They are intended for 
the guidance of both designers and users of pure tone audio- 
meters, The notes deal with the standardization of audio- 
meters and the requirements of a satisfactory test-room, as 
well as describing the actual performance of the hearing test. 


COMING EVENTS 


Mental Health.—The fifth annual meeting of the World 
Federation for Mental Health will be held at the Université 
Libre, Brussels, August 24-30. Those requiring particulars 
and application forms should apply to the General Secre- 
tary, National Association for Mental Health, 39, Queen 
Anne Street, London, W.1. ‘ 

Hospital Planning.—The National Council of Nurses of 
Great Britain and Northern Ireland, representing over 
51,000 trained nurses, has been considering for some time 
the question of hospital planning, and has collected informa- 
tion from this country and from abroad. An open confer- 
ence is to be held on September 2 at the Royal Institute of 
British Architects, 66, Portland Place, London, W.1. The 
names of the speakers will be published later. Application 
for tickets should be made without delay to the executive 
secretary of the National Council of Nurses, 17, Portland 
Place, London, W.1. The price is 3s. for non-members of 
the National Council and 2s. 6d. for members. 


Conference on Stability of the Family.—The International 
Union of Family Organizations, which has members in 30 
countries and is recognized by U.N.O. and Unesco, is hold- 
ing a conference at St. John’s College, Oxford, September 
8 to 13, to be opened by Lord Pakenham, and including 
such subjects as “The Parent-Child Relationship” (Dr. 
Emanuel Miller), “ The Mother at Work Outside the Home,” 
and “ Spiritual Factors in the Stability of the Family.” The 
conference fee is £2, and board and lodging 30s. a day: 


full details from the honorary secretary, British Committee - 


of L.U.F.O., c/o British Social Biology Council, Tavistock 
House South, Tavistock Square, London, W.C.1. 


Course in Child Development.—An intensive course in 
child development is being held from September 29 to 
October 3 under the joint auspices of the Institute of 
Education (University of London) and the. Institute of 


Child Health, British Postgraduate Medical Federation 
(University of London). The course will be held in the 
Institute of Education, and is open to a limited number 
of consultant paediatricians and senior registrars in 
paediatrics on payment of a small fee. Further details 
may be obtained on application to the Director of the 
Department of Child Development, Institute of Education, 
University of London, Malet Street, W.C.1. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures. 
marked @. Application should be made first to the institution 


concerned. 


Tuesday, Juiy 8 
RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—5 p.m., “ Surgical Research at Downe, Buck- 
ston Browne Lecture by Professor D. Slome. ; 
@West Lonpon Society.—At the Drapers 
Hall, Throgmorton Avenue, E.C., 7.30 for 8 p.m., annual 


banquet. 
Wednesday, July 9 
BriTISH MEDICAL ASSOCIATION IN CONJUNCTION WITH ASSOCIA- 
Colquitt Street, Liverpool, 2.30 p.m., “ icine a mp 
ment,” Fourth Mackenzie Industrial Health Lecture by 
ald 


OVERSEAS SCIENCE STUDENTS AssocIATION.—At Society for Visit- 
ing Scientists, 5, Old Burlington Street, London, W., 7.30 p.m., 
“A Chemical Phase of Nervaus Actions,” by Sir Henry Dale. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—5S p.m., “ Carcinogenesis,” Imperial Cancer 

Research Fund Lecture by Dr. Peyton Rous, F.R.S. 


Thursday, July 10 
INSTITUTE OF NeuroLocy, The National Hospital, Queen Square, 
London, W.C.—5 p.m., “ Subarachnoid Pouch Formations and 
Allied Conditions of the Cerebrospinal Fluid Circulation,” by 


Professor Norman Dott. 
RoyYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—5 p.m., “ Neuroblastoma,” Hunterian Lecture 


by Professor R. Phillips. 
Friday, July 11 


Royal COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 


London, W.C.—5 p.m., “ Cancer Causes, Real and Fancied,”” 
Imperial Cancer Research Fund Lecture by Dr. Peyton Rous, 


APPOINTMENTS 
ReoionaL Hospirat Boarp.—Whole-time Consultant Radio- 

therapist at Liverpool Radium Institute, W. B. Dawson, M.B., Ch.3., 
D.M.R.T. Part-time Consultant Anaesthetist to hospitals in Central Wirrat 
T. Davenport, M.B., Ch.B., D.A. Part-time 
North Wirrat 
areas, J. K. Black, M.B., B.Ch., D.A. Whole-time Tuberculosis Medical 
Officer for the Chester area, P. M. Rooze, M.R.C.S., L.R.C.P. Whole- 
time Assistant Pathologist to Aintree and Fazakerley Hospitals, P. 3. Taylor, 
M.B., Ch.B. Whole-time Assistant Radiotherapist at Liverpool Radium 
Institute, P. Haslam, M.B., Ch.B., M.Rad., D.M.R.T. 


| BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Clift.—On June 24, 1952, at Mayday Hospital, Croydon, Surrey, to 
Dr. Dorothy Clift (formerly Newell), wife of Arthur Clift, F.R.C.S., a 
brother for , Theo, and Mary Beth. 
Craib.—On June 20, 1952, to Ann (formerly Neely), wife of Dr. D. A. 
Craib, of Devonshire Lodge, Eastbourne, a daughter. 
—On June 23. 1952, at St. Mary’s Hospital, Manchester, to Joy 
(formerly Machray), wife of Dr. J. R. A. Luckas, a daughter. 
North.—On June 24, 1952 at St. Mary’s Hospital, London. W., to Bessie, 
wife of Dr. Lonald North, a daughter—Susan. 
Slovick.—On June 18, 1952, at King’s College Hospital, London, S.E., to 
. Brenda (formerly Adler), wife of Dr. Sidney Slovick, a son—David Ian. 
Triger.—On June 23, 1952, at “‘ Goshen,” Six Bells, Abertillery, Mon, to 
Olga, wife of Dr. K Triger, a brother for David—Gabriel Charles. 


MARRIAGES 
Jacoby—Williams.—On June 1. 1952, in New York, U.S.A., Dr. Marks 
George Jacoby, of Sunderland, Co. Durham, to Miss Thelma Vera 


Williams, of New York. 
DEATHS 


Daigliesh.—On June 20, 1952, at Ipswich Hospital, Frank Bell Dalgliesh, 
M.R.C.S., L.R.C.P., Lieutenant-Colonel, R.A.M.C., retired. 
.~On Jurie 21, 1952, Lowsa, wife’ of Dr. H. G. Lamberty, of 28, 


Polwarth Terrace, Edinburgh. 
Lewis.—On June 21, 1952, at Melbourne, Australia, Ernest Winbolt Lewis, 


M.B., Ch.B., late of Codford St. Mary, Wilts. 
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Any Questions ? 


Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Procaine for Rheumatoid Arthritis 


Q.—What is the procaine treatment of rheumatoid 
arthritis? Is it effective? If so, please give details of 
the method, including any contraindications. 


A.—The so-called procaine treatment of rheumatoid 
arthritis consists in carefully locating all the localized 
“trigger points” of pain from which the patient’s sub- 
jective impression of generalized pain are derived. These 
are then individually injected with a few ml. of 1% pro- 
caine in saline on one or more occasions. This procedure, 
if carried out efficiently, may bring a considerable degree 
of relief and increased freedom of movement to sufferers 
with this disease. The effects, however, can seldom be 
expected to be very lasting. There are no contraindications, 
other than hypersensitivity to procaine. 


Seeing Without Light | 

Q.—{1) Can any other kinds of ray besides light rays 
stimulate the retinal rods and cones? (2) Can animals 
make use of either infra-red or ultra-violet rays for visual 
purposes ? 

A.—(1) The light which is normally employed for pur- 
poses of illumination forms only a small part of the electro- 
magnetic spectrum ; the former extends from about 760 mz 
to 380 mz, occupying an octave, whereas the latter occupies 
40 or more octaves and includes the long, the medium, 
and the short wireless waves, the long and the short heat 
rays, the visible rays, the ultra-violet or actinic rays, the 
x rays, and the gamma rays. In order to produce visible 
effects the rays under consideration must be able to pass 
through the media of the eye and thus reach the retina. 
Wireless waves, visible rays, x rays, and probably gamma 
rays can all do this. But they must also be absorbed by 


the substance of the retina, because unless this is the case’. 


the radiant energy present is not available in a form which 
can be converted into nervous energy. In consequence, 
wireless waves which arrive at and pass through the retina 
do not produce visible effects. A similar statement appar- 
ently applies to the gamma rays. Thus the visible rays and 
the x rays are the only ones which both penetrate the eye 
media and are absorbed by the retina in such a way as to 
produce visual effects. X rays pass through the media of 
the eye without suffering refraction, and in consequence 
they do not produce focused images on the retina. They 
are used in the methods of Rushton and others for measur- 
ing the diameter of the intact living human eye. The sensa- 
tion they produce is usually described as one of light, 
without any obvious colour. 

Exceptional circumstances arise in which stimulation is 
brought about by other rays. A very powerful beam of 
infra-red (heat) rays may penetrate the eye media in 
sufficient amount to become visible. By far the greater 
part of the energy is absorbed during transmission by the 
water which the eye media contain, but a remnant may get 
through to the retinal receptors and this can produce vision, 
the sensation produced being one of dark red. Similarly, 
the ultra-violet rays, if of sufficient intensity, can produce 
visible effects which are variously described as grey, pale 
blue, pale lavender, etc. Since these rays are powerfully 
absorbed by proteins, the removal of the crystalline lens 
and its replacement by aqueous humour facilitate the 
Observation of the ultra-violet rays. Both infra-red rays 
and ultra-violet rays form focused images on the retina ; 


it must, however, be remembered that the eye is hyper- 
metropic to the former, since normally these rays come to 
a focus behind the retina ; and on the contrary it is myopic 
to the latter, since normally these rays come to a focus 
some way in front of the retina. In consequence, when 
investigating heat rays a suitable convex spherical correcting 
spectacle lens should be used by the observer, and vice 
versa a concave spherical lens is advisable when perform- 
ing experiments with ultra-violet rays. 

(2) If the animal in question has an eye with a shorter 
“light path” than that present in the human subject, then, 
other things being equal, there will be less absorption of 
infra-red rays during transmission through the water which 
forms so high a percentage of the eye media. Similarly, if, 
as may well be the case, the corneas thinner and the lens 
smaller from front to back, there will be less absorption of 
ultra-violet rays by the proteins present in these structures. 
Thus both infra-red rays and ultra-violet rays would be 
expected to arrive at the retina in greater,amount than they 
do.in the human subject. If, then, these animals have a 
retina which resembles that of man in being sensitive to 
these rays, the factors necessary for vision by means of 
these rays are present. This does not prove that these 
animals do see by means of these rays, but only that, so 
far as can be seen, they should be able to do so. Biologists 
are fully alive to these interesting possibilities. 


Iodine Sensitivity and Radiography 


Q.—(1) What reactions may follow bronchography or 
intravenous pyelography with iodine-containing substances 
in sensitive persons? How common are such reactions? 
(2) What is the best way of testing for iodine sensitivity 
before these investigations? (3) What treatment is advised 
if @ reaction occurs ? 


A.—{1) After intravenous pyelography a skin reaction is 
common, large raised red areas appearing within a few 
minutes. Lacrimation and oedema of the face and larynx 
may occur, the latter occasionally causing some anxiety. 
Such reactions are very rare after bronchography, and’ may 
not appear for a fortnight. 

(2) None of the tests at present used for iodine sensitivity 
is reliable, and none is in general use as a prelude to these 
procedures. If a patient is known to be sensitive to iodine, 
retrograde pyelography with sodium bromide could be used 
instead of intravenous diodone ; while for bronchography, 
brominized oil is a satisfactory substitute. 

(3) If an immediate reaction occurs, the airway must be 
kept patent, and adrenaline may be given. An/antihistamine 
drug is of some value. A late reaction after bronchography 
is more serious and difficult to treat. Intravenous sodium 
chloride may help to replace the iodine ions. 


Air Travel and Pulmonary Tuberculosis 


Q.—Is air travel unsuitable for patients with pulmonary 
tuberculosis? Is there a certain altitude to which patients 
may be taken without risk? Are there certain lesions, such 
as cavities or a pneumothorax, which are absolute contra- 
indications to flying ? 


.—Pulmonary tuberculosis of moderate extent is, in 
itself, no contraindication to air travel, but if the patient 
has advanced disease with breathlessness, especially if he 
is over the age of 50, it would be wiser to employ other 
methods of travel. It has been said that ascent to altitudes 
such as required to cross the Swiss Alps may precipitate 
haemoptysis from chronic lung cavities, and this possibility 
should be borne in mind. It is those people who are under- 
going treatment with artificial pneumothorax or pneumo- 
peritoneum that provide a special group. Air within the 
body obeys Boyle’s law of gases, and at a constant tempera- 
ture with increasing altitude the volume becomes greater 
as the atmospheric pressure becomes less. Lovelace and 
Hinshaw (War Med., 1942, 2, 580) have calculated that 
1,000 ml. of air saturated with water vapour at 37° C. at 
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sea level becomes 1,500 ml. at an altitude of 10,000 ft. 
(3,048 m.). The type of pneumothorax is important, and 
Todd (Lancet, 1943, 2, 597) has shown from experiments 
conducted at Midhurst with a pressure chamber that patients 
with a free pneumothorax and a mobile mediastinum can 
tolerate higher altitudes without discomfort than those with 
a fixed mediastinum or with a lung attached to the chest 
wall by adhesions. As a result of these experiments, and 
from experience of patients undergoing air travel, the 
following points can be made: 


1. Early on in treatment by pneumothorax, when the 
lesion is active, the alternate contraction and expansion of 
the lung which a flight entails is detrimental. Later, when 
the disease is more stable, air travel can be allowed. 


2. Patients with a pneumothorax in which the lung is 
attached to the chest wall by adhesions may experience 
pain and discomfort during a flight, and run the risk of 
rupturing the adhesions. 


3. A flight should be undertaken about the time a pneumo- 
thorax refill is due and not immediately after it has been 
giv wile 

4. A bilateral pneumothorax will cause more breathless- 
ness than a unilateral pneumothorax at the same altitude. 


5. It is not possible, without experiment in a pressure 
chamber, to predict the safe “ceiling” for any particular 
patient ; Todd has said that 6,000 ft. (1,830 m.) should not 
be exceeded for any length of time, and this can be taken 
as a useful though rough guide. 


6. With certain modifications, what has been said about 
the pneumothorax applies to the pneumoperitoneum. 


C.S.F. Reactions after Lumbar Puncture 


Q.—Does properly conducted lumbar puncture of itself 
cause any detectable reaction in the C.S.F. 


.-—A properly conducted lumbar puncture should not 
cause any reaction in the C.S.F. If, as a result of acci- 
dent or poor technique, any bleeding is caused by the 
lumbar puncture needle a mild cellular reaction may be 
caused and: a second puncture performed during the next 
few days may yield a yellowish cerebrospinal fluid. 


Hypersensitivity to Noise 


Q.—Are there natural variations in people’s tolerance of 
noise? Some people claim to be hypersensitive to noise ; 
others are very easily woken by slight noise when asleep. 
Are the causes for this physical or purely psychological ? 
Are ear plugs any good for such cases, and, if so, can you 
recommend a satisfactory variety ? 


A.—There is no evidence of natural variations in people’s 
tolerance of noise. In persons with a normal auditory 
apparatus, hypersensitivity to noise is due to psychological 
causes. In certain forms of ear diseases, however, hyper- 
sensitivity to noise is a characteristic feature. It is particu- 
larly noticeable in the deafness due to hydrops of the laby- 
rinth (Méniére’s disease), in.which many sufferers will com- 
plain that certain sounds, particularly if high-pitched’ or 
musical, such as music on the wireless, children’s voices, 
or the rattle of crockery, are very disturbing. Also, after 
acoustic trauma some distortion of hearing may be noticed 
for a short while. 

Ear plugs can be used, and the most effective ones are 


usually those combining a mixture of hard paraffin wax and 


wool as supplied by most chemists. Another type of plug 
which some may find more comfortable is a small rubber 
plug which can be easily put in and taken out. Such plugs 
will reduce the amount of outside sound getting to the ear 
and may help hypersensitive persons who find it difficult 
to go to sleep. For those who aré easily woken up by slight 
noise when asleep, a long-acting sedative may prove to be 
just as effective. 


Artificial Lighting for the Surgery 
Q. —What is considered the best form of artificial illumina- 
tion for a doctor's surgery? It is so easy to miss mild 
icterus by ordinary electric light; and fluorescent lighting 
seems to distort facial coloration. 


A.—Although the colour quality of daylight varies from 
time to time, and hence the apparent coloration of a patient, 
it will be assumed that the problem is to find an artificial 
illuminant which matches ordinary daylight as closely as 
possible. Five standard near-white fluorescent lamps are 
made, and the one Known as “natural” gives the best 
approximation to ordinary daylight. With this illuminant 
there should be no greater difficulty in detecting mild 
icterus than there is in daylight. 


Methonium Compounds and Angina Pectoris 

Q.—Are methonium compounds of any use in the treat- 
ment of angina pectoris ? 

A.—One of the precipitating causes of coronary or 
cerebral thrombosis in individuals with occlusive coronary 
or cerebral atherosclerosis is a profound fall in blood 
pressure which .results in a diminished coronary and 
cerebral blood flow. There is therefore some danger in 
giving hexamethonium to hypertensive patients with angina 
pectoris or symptoms of mild local cerebral ischaemia, 
and in fact disasters have already occurred in such circum- 
stances. These remarks do not apply to patients with 
hypertensive encephalopathy. On the other hand, when 
it is thought that angina pectoris is due more to gross 
cardiac overwork resulting from extreme hypertension than 
to serious disease of the coronary vessels, then hexa- 
methonium may relieve the pain by lowering the blood 
pressure and reducing the work of the heart. In practice, 
it is unwise to give hexamethonium to anyone who pre- 
sents with angina as the chief symptom, such cases usually 
having diastolic blood pressures below 120 mm. Hg. When 
cross-examination discloses mild angina pectoris in a patient 
with a diastolic blood pressure of 130 mm. Hg or above, 
whose symptoms are mainly hypertensive, then hexa- 
methonium may be tried. 


NOTES AND COMMENTS 


Flavine Rashes.—Dr. A. ALBERT (London) writes: I note that 
in an answer to a question on flavine rashes (“ Any Questions ? ” 
May 31, p. 1206) a correspondent is advised, “* Sensitivity to one 
member of the flavine class usually implies a group sensitivity 
to other acridines.”” This is not strictly correct. In a case of 
allergic idiosyncrasy to acriflavine, Young (Lancet, 1939, 2, 369) 
could find no similar skin reaction with “ rivanol ”. (2-ethoxy- 
6:9-diaminoacridine lactate). I have been shown a patient who 
had a severe skin eruption due to proflavine which subsided when 
the proflavine was replaced by aminacrine. The presence of a 
5-amino group in both rivanol and aminacrine may explain why 
these two acridines behave differently. 


Our Expert writes: The examples your correspondent quotes — 
are, I think, to be regarded as rather unusual, although I know 
they occur. I had said, “ Sensitivity . . . usually implies group 
sensitivity.” Perhaps I should have said “‘commonly.” In 
I cannot say how often it does and how often it does not, but I 
think a group sensitivity is more common than an isolated sensi- 
tivity to only one flavine. 


All communications with regard to editorial] business should be addressed 
to THE EDITOR, British MEDICAL JourNAL, B.M.A. House, Tavistock 
Square, Lonpon, W.C.1. TELEPHONE: EUSTON 4499. TELEGRAMS: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be ond. 

Authors desiring REPRINTS should communicate with — 
‘Manager, B.M.A. House, Tavistock Square, W.C.1, on fatten a proofs. 
Authors overseas should indicate on MSS. f reprints are required, as 
proofs are not sent abroad. 
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